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Substance Abuse and Mental Health Services Administration

Appropriation Language

For carrying out titles V and X1X of the Public Hedth Service Act with respect to substance abuse and
menta hedlth services, the Protection and Advocacy for Mentdly Il Individuas Act of 1986, and section
301 of the Public Hedth Service Act with respect to program management, [$2,654,953,000]
$2,823,016,000: Provided, That in addition to amounts provided herein, $12,000,000 shdl be available
from amounts available under section 241 of the Public Hedth Service Act, to carry out the Nationd
Household Survey on Drug Abuse. (Department of Health and Human Services Appropriation Act,

2000, asenacted by section1000(a)(4) of the Consolidated AppropriationsAct,2000 (P.L. 106-113).)



Substance Abuse and Mental Health Services Administration

Amounts Available for Obligation

FY 1999 FY 2000 FY 2001
Actual Appropriation Estimate
Appropriation:
Labor/HHS-Annual..........cooooiiiiiiiiiinns, $2,488,005,000 $2,654,953,000 $2,823,016,000

Subtotal, adjusted budget

authority..........oooo 2,488,005,000 2,654,953,000 2,823,016,000
Reduction pursuant to P.L. 106-113........ (3,085,000)
Transferred to Other Accounts................ (792,000)
Rescission P.L. 105-277................ooiin, (426,000) --- -
Unobligated balance expiring................. (559,856)

Offsetting Collections from:
Federal SoUrces.........ooviiiiiiiiiiiiiinnn, 33,263,040 40,000,000

Total obligations

40,000,000

................................ $2,519,490,184 $2,691,868,000

$2,863,016,000



2001 Estimate
2000 Current Estimate

Substance Abuse and Mental Health Services Administration

Summary of Changes

$2,823,016,000
-2,651,868,000

NEE CRANG .. it +$171,148,000
FY 2000
Current Estimate Change from Base
Budget Budget
Authority Authority
Increases:
A. Built-in:
1. Annualization of 2000 pay cOStS............cuvvnnnn.. $51,683,000 +$638,000
2. Within grade pay inCreases..........cccocvveevveennn... 51,683,000 +930,000
3. Increase for January 2001 pay raise at 3.7%.... 51,683,000 +1,512,000
4. Increased rental payments to GSA.................. 4,135,000 +315,000
5. Increase in overhead charges...........cccccceeennl 59,054,000 +707,000
Subtotal, Built-in Increases...........cccooevevnenenn. +4,102,000
B. Program:
1. Targeted Capacity Expansion...............ccceceuun.es 194,590,000 - +83,778,000
2. Children's Mental Health Services Program........ 82,763,000 +4,000,000
3. Protection and Advocacy Program.................... 24,903,000 - +1,000,000
4. PATH Homeless Formula Grants..................... 30,883,000 -- +5,000,000
5. Mental Health:
a. Mental Health Block Grant..................c.oo.l 356,000,000 - +60,000,000
6. Substance Abuse:
a. Substance Abuse Block Grant..................... 1,600,000,000 -- +31,000,000
7. Program Management.........cocvviviiiiiiiiiiiniinennn, 59,054,000 - +889,000
Subtotal, Program Increases..........cccccoevevvnnnee. - +185,667,000
Total INCreases......covvvvviiviiiiiiiiciieeeeeans - +189,769,000
Decreases:
A. Program:
1. Knowledge Development and Application:
a. Substance Abuse Prevention -- program
FedUCHION. ... 59,541,000 -- -9,519,000
b. Substance Abuse Treatment -- program
FedUCTION. .. .ot 100,259,000 - -5,000,000
B. Program Management:
1. 0One day l€SS Pay...c.ccvivviiiiiiiieeeeeeeeee e 51,683,000 - -199,000
2. Decrease due to absorption of built-in
mandatory iNCreases........ccovvuevieeineiiieinneennnn. 59,054,000 - -3,903,000
Subtotal, Program Decreases............ccceeeuneeenn.. - -18,621,000
Total DeCreasesS......ccovveeiiieiiiiiieeennn. - -18,621,000

Net Change.......cccovvieiiiiiiieee,

+$171,148,000



Substance Abuse and Mental Health Services Administration

Budget Authority by Activity

(Dollars in thousands)

Program/Activity

Knowledge Development and Application
Mental Health (Non-add)

Substance Abuse Prevention (Non-add)

Substance Abuse Treatment (Non-add)

Targeted Capacity Expansion

Mental Health (Non-add)

Substance Abuse Prevention (Non-add)

Substance Abuse Treatment (Non-add)

High Risk Youth

Children's Mental Health Services

Protection & AdVOCACY .....oiiiiiiiiiiiieee s
PATH Homeless Formula Grants
Mental Health Block Grant.........ccooviiiiiiiiiniinnnns

Substance Abuse Block Grant

Program Management

(FTE'S == NON @dd)....ovininiiiiiiiie e

TOTAL, SAMHSA ...

National Data Collection (1% Evaluation

FY 2000 FY 2000 Increase
FY 1999 Pre-rescission Final FY 2001 or

Actual Appropriation |[Appropriation| Estimate Decrease
$289,307 $299,263 $296,675 $282,156 -$14,519
(96,419) (138,982 (136,875) (136,875) (---)
(77,591) (60,022 (59,541) (50,022) (-9,519)
(115,297) (100,259) (100,259) (95,259) (-5,000)
133,307 194,590 194,590 278,368 +83,778
- (30,000) (+30,000)
(78,218) (80,283 (80,283) (85,207) (+4,924)
(55,089) (114,307 (114,307) (163,161)] (+48,854)
6,991 7,000 7,000 7,000
77,909 83,000 82,763 86,763 +4,000
22,949 25,000 24,903 25,903 +1,000Q
25,991 31,000 30,883 35,883 +5,000Q
288,816 356,000 356,000 416,000 +60,000
1,585,000 1,600,000 1,600,000 1,631,000 +31,000
56,517 59,100 59,054 59,943 +889
(561) (614) (614) (614) (---)

[
$2,486,787 $2,654,953 $2,651,868 $2,823,016| +$171,148
f

12,000 +12,000
$2,486,787 $2,654,953 $2,651,868 $2,835,016| +$183,148|

TOTAL, SAMHSA Program Level




FY 2001 BUDGET SUBMISSION

SUBSTANCE ABUSE AND MENTAL HEALTH SERVICES ADMINISTRATION

OBJECT CLASSIFICATION

(Dollarsin Thousands)

FY 2000
Final FY 2001 FY 2001 +/-
Object Class Appropriation Estimate FY 2000
Direct Obligations
Personnel Compensation:
Full Time Permanent (11.1)....c..ooiiuiiiiiinieiiiieeiiieeiieeeeennn $39,909 $42,184 +$2,275
Other than Full-Time Permanent (11.3)........ccecvvvnnnnns 1,384 1,468 +84]
Other Personnel Compensation (11.5)........cccvvvvennnns 1,200 1,266 +66)
Subtotal, Personnel Compensation..............ccc.uuueeee. 42,493 44,918 +2,425
Civilian Personnel Benefits (12.1)......cccvvviiiiiiiniiinniinnnnes 9,190 9,711 +521
Subtotal, Pay Costs 51,683 54,629 +2,946
Travel (21.0) ... 1,700 1,800 +100
Transportation of Things (22.0)........c.ccooviiiiiiiiiiiiienns 100 102 +2|
ReNtalS t0 GSA (23.1) . .uiuuiiiiiiiiiiiiei e 4,135 4,450 +315
Rental Payments to Others (23.2).....ccvvvviiiiiiiiiiiiiiienene, 12 13 +1]
Communications, Utilities and Misc. Charges (23.3)... 1,888 1,954 +66
Printing and Reproduction (24.0).........cocviviiiiiiiiiniinininennn, 3,767 3,899 +132
Consulting Services (25.1) 10,922 12,122 +1,200
Other Services (25.2) 175,615 182,008 +6,393
Purchase from Gov't Accounts (25.3) 48,913 51,363 +2,450
Other Contractual Services (25.0).......coeevvviiiiininiiiininannes 235,450 245,493 +10,043
Supplies and Materials (26.0).........covevvieiiiiiiiiiiiiiiiieenn, 312 322 +10]
EQUIiPMENt (3L1.0) .. cceuniiiiieeeie e 1,749 1,776 +27|
Grants, Subsidies, and Contributions (41.0)... 2,349,098 2,506,530 +157,432
Insurance Claims & Indemnities 1,974 2,048 +74
Subtotal Non-Pay COSES.............covovrerreeeeseeesnens 2,600,185 | 2,768,387 | +168,202
Total Direct Obligations.................oooo..cooovvvrrevoveeen.  $2,651,868 | $2,823,016 |  +171,148




FY 2001 BUDGET SUBMISSION
SUBSTANCE ABUSE AND MENTAL HEALTH SERVICES ADMINISTRATION
SALARIES AND EXPENSES

(Dollarsin Thousands)

FY 2000
Final FY 2001 FY 2001 +/1
Object Class Appropriation Estimate FY 2000
Personnel Compensation:
Full Time Permanent (11.1)......c..cccocvvveerinnnn. $39,909 $42,184 +$2,275
Other than Full-Time Permanent (11.3)............. 1,384 1,468 +84
Other Personnel Compensation (11.5)............... 1,200 1,266 +66
Subtotal, Personnel Compensation 42,493 44,918 +2,425
Civilian Personnel Benefits (12.1).......cccccvvveeeenns 9,190 9,711 +521
Subtotal, Pay Costs 51,683 54,629 +2,946
Travel (21.0) ..o 1,700 1,800 +10(0
Transportation of Things (22.0)...........ccceeveennneee 100 102 +2
Rental Payments to Others (23.2).........ceevvvvvvennns 12 13 +1
Communications, Utilities and Misc. Charges (23.3)...... 1,888 1,954 +60
Printing and Reproduction (24.0)..........ccccccunenee. 3,767 3,899 +137
Other Contractual Services:
Consulting Services (25.1)...ccccvvviiiieeeeiiiiinnn. 10,922 12,122 +1,200
Other Services (25.2).....cvvieiiiiiiiiiiiieeeeiiiieenn, 97,071 111,166 +14,095
Purchases from Gov't Accounts (25.3)............. 48,913 51,363 +2,45(Q
Subtotal, Other Contractual Services (25.0) 156,906 174,651 +17,745
Supplies and Materials (26.0)........ccccevvvvveveeennnnn, 312 322 +10
Subtotal Non-Pay Costs 164,685 182,741 +18,056

Total Salariesand Expenses $216,368 $237,370 +21,002




Significant Itemsfor House, Senate, and Conference
Appropriations Committee Reports

2000 House Report No. 106-370

Item: Minority Fellowship Program -- The Committeerecognizestherolethat theMinority Fellowship
programplaysintraining mental health professiona sto provide servicestoindividua swhowould otherwise
go untreated and urges SAMHSA to enhance its efforts in this program through its three Centers. (Page
118)

Action Taken or to be Taken

SAMHSA plans to continue support for the Minority Fellowship Program at the same level as FY 1999.

Item: Substance abusetreatment outr each -- The CommitteeencouragesSAMHSA todevelopand
strengthen substance abuse trestment and prevention programs for Native Americans, Asan Americans,
Native Hawaiians, and other Pacific Idanders to include an HIV component. Programs should aso be
strengthened through the development of increased linkages between HIV/AIDS programs and Native
Americans, Asan Americans, Native Hawaiians, and other Pecific Idander substance abuse trestment

programs. (Page 121)

Action Taken or to be Taken

In FY 1999, 33% of the Targeted Capacity Expanson grants were awarded to Native Americans and
Native Alaskan Stes and one Targeted Capacity Expansion HIV grant was awarded to identify Native
Hawaiian women who are abusing acohol and other drugs and are at risk of HIV/AIDS. It is expected
that dl of these programswill be continued in FY 2000. In addition, CSAT would expect to award another
approximately $5 million in new grants to programs serving these populations.

Other activities occurring in the Pacific Basin include a Pacific Idand Epidemiologicad and Psychologica
Research and Training Project to establish a research and teaching infrastructure for studies of
epidemiology, hedlth surveillanceand cultura contextsre ated to a cohol consumption, substanceabuseand
co-morbid disorders in Pecific Idand jurisdictions. The infragtructure will congst of Collaborative
Workgroupsdirected by indigenous/loca personnel. ThereisasoaPacificldand Medica Officer Training
Project to train medica personnel in the early recognition of substance abuse/menta hedlth problems and
to facilitate effective linkages between hedth, substance abuse and mental hedlth professionals.

CSAT is sponsoring a conference of leading Asian American and other researchers designed to
discuss, identify and publish best treatment practices for Asan Americans via a Technical Assstance
Publication (TAP).
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Item: Treatment outreach -- The Committee urges SAMHSA to enhance funding in al programsfor
culturd competency education and training of hedth care providers and culturdly and linguiticaly
gppropriate outreach and services to local minority communities, including Asian American communities.

(Page 121)

Action Taken or to be Taken

The Addiction Technology Transfer Centers (ATTCs) offer an education series on cultural competency.
The courses introduce current theories and practices in multi cultural counsding to mental health and
addictiontreatment/prevention practitioners. CSAT aso hasproduced publicationson theissue of cultura
competence. The most recent, Cultural 1ssuesin Substance Abuse Treatment, was published in 1999.
Severd of the Treatment Improvement Protocols (T1Ps) address the issue as well.  These include,
Treatment for HIV-Infected Alcohol and Other Drug Abusers (TIP 15), Combining Alcohol and
Other Drug Abuse Treatment with Diversion for Juveniles in the Justice System (TIP 21), and
Substance Abuse Treatment and Domestic Violence (TIP 25).

Other efforts include a collaboration with the Office of Minority Hedlth, the Nationa Ingtitute on Drug
Abuse, the Hed th Resources and Services Administration and the I nteramerican College of Physiciansand
Surgeonsto train dinicians and health care workers serving predominantly Spanish-language clients.

Cultura competenceisaso animportant criterioninthe award of new grants. Factorsthat are considered
indude involvement with the target population, training and staffing in gender/age/cultural competence,
language, materiads, and community representation. There should be objective evidence that the grant
goplicant organization understands the cultural aspects of the community that will contribute to the
program’ s Success.

Item: Treatment outreach -- The Committee encourages SAMHSA to study and develop public hedlth
interventions related to improving the health and hedth care of underserved, impoverished, and high-risk
children, teens, adults, and the dderly living in public housng. These interventions should focus on
education for hedth promotion and identification of illness a early stages, specidized mentd hedlth and
substance abuse services, and enhance the menta health and substance abuse assessment and treatment
practices of community health care and socid service providers. (Pages 121).

Action Taken or to be Taken

The Knowledge Development and Application program is designed to support development and testing
of new and innovative trestment gpproaches and to disseminate information on those systems shown to be
mogt effective, promoting the adoption of best practices. Projectsfunded under the KDA program aswell
as Targeted Capacity Expans on do support substance abuse trestment servicesfor the underserved, high-
risk children, youth and adults, some of whom are living in public housing.
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The Addiction Technology Transfer Centersand other training effortsfunded by CSAT support education
effortsfor hedth care, socid service providers, treatment providers and avariety of other related service
providersin the early identification, assessment and treatment of acohol and drug addiction.

Item: HIV/AIDS funding -- The Committee is concerned with the growing number of HIV/AIDS
reported cases in the Hispanic community, the African-American community, the Native-American
community and other affected ethnic and minority populations. To address this growing epidemic, the
Committee urges SAMHSA to provide funding for initiatives to address the needs of these communities.
(Pages 121-122).

Action Taken or to be Taken

InFY 2000, CSAT plansto continue thefirst round of Targeted Capacity Expanson HIV grantsthat were
awarded in 1999. Thisinitiative funds HIV/AIDS projects which target African American, Hispanic and
other ethnic/racia minority communities. In addition to those 35 continuation awvards, CSAT plansto fund
anew round of TCE HIV grants, approximately 40-45 new awards. CSAT aso expectsto continue the
AIDS Outreach program which focuses primarily on adolescent African American and Hispanic females.

Item: HIV/AIDS funding -- The Committee encourages Federal HIV/AIDS services and prevention
funds be responsive to the demographic trends of the epidemic. (Page 122).

Action Taken or to be Taken

In FY 1999, CSAP nitiated amgor Substance Abuse and HIV/AIDS Prevention for Y outh and Women
of Color Initiativetofocuson providing HIV prevention and substance abuse prevention servicesto African
American and Hispanic youth and women, and other women of color. CSAP will continue these efforts
in FY 2000 and beyond as funds are available. The CSAP program represents a comprehensive effort
to fund community-based organizations, Historical Black Collegesand Universties, Hipanic Collegesand
Universties, Faith communities, and other coditions and/or partnerships for the purposeof strengthening
the integration of HIV prevention and substance abuse prevention services a thelocd level. Thisinitiative
also works with CSAP s Centersfor the Application of Prevention Technology (CAPTS) to enable them
to integrate HIV prevention into their substance abuse prevention materiads and curriculaand to help build
capacity within the CAPTsto provide training and technica assstance to community based organizations
and other sarvice providers in the hardest hit communities. Additiondly, the HIV/AIDS initiative will
partner with nationd organizationsin severd key areasincluding accessing and retaining minority youth and
women in prevention programs and ensuring the applicability and feasibility of proposed community
programs.

InFY 2000, CSAT plansto continuethefirst round of Targeted Capacity Expanson HIV grantsthat were
awarded in 1999. Thisinitiative funds HIVV/AIDS projects which target African American, Hispanic and
other ethnic/racia minority communities. In addition to those 35 continuation awards, CSAT plansto fund
anew round of TCE HIV grants, gpproximately 40-45 new awards. Speciad emphasisisgivento women,
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women and their children, adolescents, men who inject drugs and men who have sex with menand inject
drugs. This program seeks to address gaps in treatment capacity, as well as increase accessibility and
avalability of substance abusetreatment and HIV/AIDS servicesto affected racia and ethnic communities.
Target communities are located in Metropolitan Statistical Areas or States with an annua AIDS caserate
of 20/100,000 or 10/100,000. Funding isavailable for three years.
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Significant Itemsfor House, Senate, and Conference
Appropriations Committee Reports

2000 Senate Report No. 106-166

Item: Substance abusein rural and nativecommunities-- The Committee remains concerned by the
disproportionate presence of substance abuse in rurd and native communities, particularly for American
Indian, Alaska Native and native Hawaiians communities. The Committee reiterates its belief that funds
for prevention and treatment programs should be targeted to those persons and communities most in need
of sarvice. Therefore, the Committee has provided sufficient fundsto fund projectsto increase knowledge
about effectivewaysto ddiver servicesto rurd and native communities. Withinthefundsreservedfor rurd
programs, the Committee intends that $8,000,000 be reserved for CSAP grants, and $12,000,000 be
reserved for CSAT grants. (Page 184).

Action Taken or to be Taken

CSAP has earmarked $8 miillion in funds to support substance abuse prevention in rurd and native
communities. At least $3 million will continue current efforts while $5 million will support new awards
targeted to rura and native communities most in need.

In FY 1999, CSAT awarded gpproximately $3.9 million in Knowledge Development and Application
funding and $11.3 million in Targeted Capacity Expansion funding projects targeting rura populations,
Native Americans and Alaskans. It is expected that dl of these programs will be continued in FY 2000.
CSAT expectsto provide an additiona $9 million in funding for programs serving these populations.

Item: Fetal Alcohol Syndrome(FAS) prevention-- Lastyear, theFetd Alcohol SyndromePrevention
and Services Act was enacted, authorizing a competitive grant program to develop urgently needed
prevention and education strategies to reduce the number of children affected by Fetal Alcohol Syndrome
[FAS]. These grants are aso to be used to devel op treatment Strategiesto assst parents and families as
they cope with the impacts of FAS. The Committee urges the Department to fund grantsin CSAP and
CSAT to addressFAS and itseffects. The Committee further believesthat these funds should betargeted
to areasthat demondrate significant need and have ahigh incidence or risk of acohol-related birth defects.

(Pege 184)

Action Taken or to be Taken

CSAPisworking with aregiona consortium of South Dakota, North Dakota, Minnesota, and Montana
to develop acomprehensive prevention program to lower theincidence of FASin these stateswhich have
demonstrated high need. CSAP plansto award gpproximately $2.76 millionin FY 2000 for this purpose.

Item: Mental health servicesfor school children-- The Committee hasincluded additional fundsto
continue and expand menta hedlth servicesfor schoolchildren that are at risk of exhibiting violent behavior.
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Last year, after thetragic shootings a anumber of schools across the nation, the Congress provided funds
to beginto addressthe problem of youth violence. Among other things, the Committee believesthat mental
hedlth counsding for troubled youth can help prevent violent acts, and is therefore providing additiona
funds to help schools in that cause. It is again expected thaa SAMHSA will collaborate with the
Department of Education to continue a coordinated approach. (Page 185)

Action Taken or to be Taken

CMHS will continue and expanditsprogram, in collaboration with the Department of Educetion, to support
the ddlivery and improvement of menta health servicesin our nation’ sschools. Thiscoordinated approach
is enabling school didtricts to implement a wide range of early childhood development, early intervention
and prevention, and menta hedth trestment servicesto assst in preventing violence among children.

Item: Technical assistance for use in training programs -- The Committee is pleased with the
successful collaboration between the Center for Mental Hedlth Services and the Bureau of Hedth
Professions in HRSA to fund interdisciplinary headlth professions training projects, including training of
behavioral and menta hedlth professiondls, for practice in managed care/primary care settings and urges
that thisjoint effort be continued. The Committee encouragesboth agenciesto develop technica assstance
for usein hedth professons training programs for the purpose of enhancing primary care interdisciplinary
models of practice. These efforts should be focused upon rural native populations that are at-risk for the
problems most encountered by these hedlth professionas. (Pages 185-186)

Action Taken or to be Taken

CMHS s collaborating with HRSA to continue an initiative on multi-disciplinary training of menta hedlth
professonds in primary care settings. CMHS aso continuesto support the Minority Fellowship Program
which facilitates the entry of ethnic minority sudentsinto menta hedth careers and increases the number
of psychiatrists, psychologists, socid workers and nurses trained to teach, administer and provide direct
mental health and substance abuse services to ethnic minority groups. With a program focused on
underserved minority populations of Native Americans, Asan Pacific Americans, African Americans, and
Higpanic Americans, the Minority Fellowship Program (MFP) encourages training to meet personnel
shortagesin rurd and urban minority communities

Item: Expansion of Knowledge Development and Application program --. . . The Committee
supports extending the Knowledge Devel opment and A pplication Program to al 50 ates, territories, and
tribal communities. The Committee encourages the development of partnerships with locd communities
to further expand this program. (Page 186)

Action Taken or to be Taken

The CMHS Knowledge Development and Application Program has awarded grantsin al 50 States and
more than 20 tribes. Last year, the first grant to aterritory was awarded. This program has expanded the
development of partnershipswith loca communitiesthrough programssuchthe Y outh Violence Prevention,
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Community Action and Consumer and Family Network programs. KDA area so extended to all stateand
territories through the PATH technica assistance program. Today, more than 225 grants are in place
throughout the Nation that extend KDA results to people who need improved mental health services.
CMHS continues to provide technical assstance to dates, territories and triba communities and
encourages them to submit grant applications for our programs.

Item: Gambling -- The Committee recently heard testimony about the tragic results of addictive and
pathologicd gambling. Gambling has destroyed the lives of many American families. A recent report by
the Nationad Gambling Impact Study Commission found that 15.4 million Americansareether pathologica
or problem gamblers. Problem gambling burdensnot only the addicted individua and hisor her family, but
society aswdl. Cogtsincurred can include unemployment benefits caused by the loss of ajob, physica
and menta hedth problems, domestic violence, and child abuse and neglect. The CommitteeurgesCMHS
to conduct demonstration projects to determine effective strategies and best practices for preventing and
treating addictive gambling. (Page 186)

Action Taken or to be Taken

CMHS isplanning aseriesof activitiesto examineeffective srategiesto address pathol ogical gamblingwith
afocusontheanayssof the prevalence and identification of such problems, the effectiveness of prevention
and trestment strategies, and theimplicationsfor public education, policy making, and professond training.

Item: Self-sufficiency for sufferersof mental iliness-- The Committee recognizesthe extraordinary
obstacles facing individuas with menta illness and co-occurring psychiatric disorders towards achieving
economic saf-aufficiency. The Committee is aware of the Community Advocacy Traning Services in
providing training and technica assistance to persons with such disorders. The Committee believes that
the Department should condider funding demonstrations that endeavor to help individuas with menta
illnesses lead rewarding and productive lives. (Page 186)

Action Taken or to be Taken

CMHS has undertaken a number of efforts to promote the sdf-sufficiency of persons with menta illness.
This indudes the Employment I ntervention Demongtration Program to determine effective gpproaches for
such persons to atain and maintain meaningful employment as wel as the Consumer Operated Services
Programto examine how such efforts can be successful. 1naddition, CMHS provides support for technica
assigtance to assst persons with mentd illness to develop self-help approaches to improve the quaity of
their lives.

Item: AIDSdemonstration projects-- ... TheCommitteecommendsthe-- Center for Mental Hedlth
Searvicesfor its commitment in disseminating knowledge gained from these demondtration projects. The
Committee urges the center to maintain its support for projects that provide direct mental health services
while a the same time using the findings from previous projects to develop new knowledge in this area.
The Committee again commends CMHS for its leadership in working cooperatively in demongrating the
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efficacy of ddivering mental hedth services to individuds affected by and living with HIV/AIDS. The
Committee encourages the Secretary to maintain these agencies support for this program. (Page 187).

Action Taken or to be Taken

CMHS plansto continue funding in collaboration with HRSA, NIAAA, NIDA, NIMH and CSAT for the
HIV/AIDS Outcome Cost Study begun in FY 1998. This program is based on the findings of the AIDS
Demongtrationprogram. The program studiestreatment adherence, health outcomes, and associated costs
in providing menta hedth services, substance abuse services, and primary hedth care servicesfor people
living with HIV/AIDS.

Item: Protectionand advocacy -- The Committee has learned that patients with menta illnesses have
died or received life-threatening injuriesin trestment facilities because of improper restraints and seclusion.
The Committee has provided additiona resources for protection and advocacy so that these deaths can
be investigated and future incidences can be prevented. (Page 188).

Action Taken or to be Taken

CMHS continues to administer the Protection and Advocacy for Individuals with Menta 1liness (PAIMI)
programwhich supportsagenciesin al Statesand territoriesto investigate all egations of abuseand neglect -
induding deeths due to improper use of restraints and secluson - in residentid facilities which provide
mental hedlth services. Additional resources will assst these agencies to expand their current activities.

Item: Substance abuse treatment services -- The Committee reiterates its concern about the
disproportionateimpact of substance abusein rura and native communities, and hasincluded $12,000,000
for native and rurd CSAT programs. The Committee again raises concern about the severe shortage of
substance abuse treatment services in the State of Alaska for Native Alaskans, the pressing need to
continue support of Alaska programs, and the need to develop knowledge about effective techniques for
tregting substance abuse in native populaions. The Committee, therefore, expects that the increase
provided will be reasonably dlocated between existing programs and initiating new programs, especidly
in Alaska. (Page 189).

Action Taken or to be Taken

In FY 1999, CSAT awarded approximately $3.9 million in Knowledge Development and Application
funding and $11.3 million in Targeted Capacity Expansion funding projects targeting rura populations,
Native Americans and Alaskans. It is expected that al of these programs will be continued in FY 2000.
CSAT expectsto provide an additional $9 million in funding for programs serving these populaions, with
gpproximately one-third of the new funding going to programsin Alaska.

Item: Methamphetamineabusein lowa -- The Committee understands that methamphetamine abuse
continues to be amgor problem in many areas of the country, in particular, the South and the Midwest.
The State of lowaisexperiencing aparticularly high incidence of methamphetamine abuse. The Committee
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believesthat additiond funds could expand the number of prevention and treatment demongtration projects
inlowaand other parts of the Midwest. School-based prevention demonstration projects would teach the
dangers of methamphetamine abuse and addiction, usng methods that are effective and evidence-based
and include initiatives that give students the respongbility to create their own anti-drug abuse education
programs for their schools. Treatment demondrations would carry out planning, establishing, or
adminigtering evidence-based methamphetamine trestment programsthat are designed to assst individuds
to quit their use of methamphetamine and remain drug-free. (Page 190)

Action Taken or to be Taken

In FY 1999, CSAT funded a Statewide methamphetamine trestment initiative headed by the Single State
Agency for Alcohol and Drug Abuse. This initiative was funded as part of the Targeted Capacity
Expangon initiative. CSAT expectsto continuethis project in FY 2000 and encourages gpplicationsfrom
the State of lowa and other areas in the Midwest for funding under the FY 2000 Targeted Capacity
Expanson announcement.

CSAT isaso coordinaing with the Office of Justice Programs (OJP), Department of Justice, to identify
Targeted Capacity Expansion and other CSAT grants in areas in which OJP is seeking to establish
methamphetamine trestment programming.

Item: Substance abuse by the homeless -- The Committee remains concerned that substance abuse
among the nation’ s homel ess popul ation remains a serious problem that receives limited attention. Existing
addiction services are not adequately reaching the homel ess population and are not adequately addressing
ther unique needs and life circumstances. Of the funds provided, the Committee encourages the
Department to support the development and expansion of addiction services targeted to the homeless.

(Page 190).

Action Taken or to be Taken

CSAT is currently co-funding a Homelessness Prevention Program with CMHS that addresses the issue

of substance abuse and menta hedlth disorders among homeless populations. In FY 2000, CSAT will be

announcing anew Exemplary Treatment M odel sinitiativetargeted to co-occurring popul ationsand expects

that someof thefundsavailablewill go to programswhich serve homel ess popul ationsin need of substance

abuse treatment services. The Targeted Capacity Expanson Program includes the homeess as a
population of concern and encourages gpplications which provide services for this population.

Item: Heroin addiction -- The Committee is concerned about the devadtating effects of heroin use on
individuas and their families. For decades, methadone has been the primary method of treating heroin
addiction. The Committee has heard reports that expanding the availability of methadone would help
additional heroin addicts receive trestment. The Committee is aware of a proposed rule to revise the
conditions for the use of narcotic drugs in maintenance and detoxification trestment of opioid addiction.
Comprehendve monitoring of the implementation of this regulation in conjunction with a sudy by the
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Secretary evauating the possibility and effects of expanding the use of methadone would be valuableto the
Committee. (Page 191)

Action Taken or to be Taken

CSAT supports the need to expand pharmacotherapy treatment for the opiate addicted population and
would support afeasbility sudy to examine in depth the barriers to expanding trestment capacity aswell
as the potentid effects. Such a study was not anticipated in our planning process for FY 2000 and FY
2001, but CSAT will examine existing resourcesto determine whether conducting such astudy ispossible.

Item: Mexican black tar heroin abuse -- The Committee understands that Mexican black tar heroin
abuse hasbecome amagor problem in many areas of the country, in particular, Southwestern border Sates
and mgjor metropolitan areasin the West. The State of New Mexico has experienced an extremely high
incidence of Mexican black tar heroin abuse in Rio Aerobe and Santa Fe counties. The Committee
believesthat funding for ademongtration project in Rio Aerobe and Santa Fe countieswould yield vauable
information concerning how to treat this deadly addiction. The Committee believes that a demongtration
project to determine ways to prevent this addiction would aso yield valuable benefits. (Pages 191-192)

Action Taken or to be Taken

CSAP g&ff have begun preparations for ademongtration project in Rio Aerobe and Santa Fe countiesto
prevent the use of Mexican black tar heroin.

Item: Substance abuse among high risk youth -- . . ..The Committeeis highly concerned about the
extent of substance abuse among highrisk youth. Thispopulationisvulnerabletoinitiaing crimind activity
agang people and property, especidly following the acute and chronic use of illicit substances and the
abuse of adcohol. These grants are intended to strengthen local capabilities in confronting the complex
interrelationships between substance and acohol abuse and other activities that may predispose young
individuas toward crimind, saf-destructive, or antisocia behavior. (Page 192).

Action Taken or to be Taken

CSAP s Project Y outh Connect is targeted toward high-risk youth, in particular, those youth who are at
high risk for becoming substance abusers and/or involved in the crimind justice sysem. The program is
designed to prevent or reduce substance abuse or delay its onset in youth (9- to 15-years old) by
improving: school bonding and academic performance; family functioning and overdl life management
ills

InFY 2001 CSAPwill continue support of Project Y outh Connect mentoring/advocacy model sthat focus
on youth ages 9 - 15 and their families with particular emphasis on the after school hours. Research
conducted by the Federa Bureau of Investigation reved sthat the critica time period when youth are most
susceptible to engaging in delinquent behavior pesks between the hours of 3 and 7 p.m. It is anticipated
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that this intervention will beeffectivein reducing substance abuse and related violence aswell asimproving
community attitudes about youth and enhancing the system of support avallable

Item: Drug abuse prevention-- The Committee believes that prevention programs need to start when
children are young, and need to continueto help children make successful trangtions. The Committee has
incdluded sufficient funds for evaluations of established school-based early prevention and trandtion
programs and continues to be supportive of the efforts of the Corporate Alliance for Drug Education
[CADE] which has been operating a program providing education and prevention services to 120,000
elementary school-aged children in Philadephia. (Page 192).

Action Taken or to be Taken

CSAP plans to continue to support to the Corporate Alliance for Drug Education (CADE) in Fisca Year
2000. CSAP has amechanism in place for support of CADE and work has continued uninterrupted.
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Significant Itemsfor House, Senate, and Conference
Appropriations Committee Reports

2000 Conference Report No. 106-479

Item: Effectivenessof acomprehensivemental health system-- Mentd hedth servicesfor children
and adolescents could be strengthened by a comprehensive system that measures the quaity and
effectiveness of these services. The Center’s Committee on Child and Adolescent Outcomes has
supported the collaboration between Vanderbilt University and Audrdiain developing such an evduation
system in the United States. The Department is urged to continue this collaboration. (Page 609)

Action Taken or to be Taken

CMHS continues to support the collaboration between Vanderbilt University, Austrdia and others in
developing outcome measures that examine the quality and effectiveness of mental hedlth services for
children and adolescents.

Item: Mental health servicesfor school-agechildren-- . . .The conference agreement hasdoubled
funding for menta hedlth services for school-age children, as part of an effort to reduce school violence.
It isintended that $80,000,000 be used for the support and delivery of school-based and school-related
mental health servicesfor school-age youth. 1t isintended that the Department will continue to collaborate
its efforts with the Department of Education to develop a coordinated approach. (Page 609)

Action Taken or to be Taken

CMHS will continue and expanditsprogram, in collaboration with the Department of Educetion, to support
the ddlivery and improvement of menta health servicesin our nation’ sschools. Thiscoordinated approach
is enabling school didtricts to implement awide range of early childhood development, early intervention
and prevention, and menta hedth trestment servicesto assst in preventing violence among children.

Item: CSAT programs -- The conference agreement provides $214,566,000 for knowledge
development and application instead of $136,613,000 as proposed by the House and $226,868,000 as
proposed by the Senate. Within the totd provided: $200,000 is for the Center Point Program in Marin
County, Cdifornia, for substance abuse and related services to high-risk individuals and families, and
$1,000,000 isfor the San Francisco Department of Public Hedlth’ streatment on Demand program. Within
the totd provided, sufficient funds are included to expand the resdentia trestment programs for pregnant
and postpartum women. (Page 610).
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Action Taken or to be Taken

CSAT is working with the Center Point Program to gpply for funding under the Targeted Capacity
Expangon Program. The San Francisco Department of Public Hedlth's Treatment on Demand program
will receive FY 2000 support for treatment services under the Targeted Capacity Expansion Program. The
remaining funds will be devoted to evauation effortsthat are of interest to San Francisco around theissue
of substance abuse. Finaly, of the resources provided for resdentia treatment programs for women,
CSAT will fund the Sngle continuation award that remains. The remaining $4.4 million will be established
as a subactivity under the Targeted Capacity Expansion Program for 5-6 new awards.

Item: Treatment for adolescent drugabuser s -- Recent reportsby NIH and the Ingtitute of Medicine
recommend expansion of effective treatment approaches for adolescent drug abusers. CSAT isto be
commended for itswork in developing and testing manuasfor program interventions through the Cannabis
Youth Treatment initiative. CSAT is encouraged to expand thisinitiative by examining theimmediate and
long-term outcomes across the devel opmental period when adolescents are at risk for peak drug use, and
by taking steps to replicate and improve such treatment approaches. (Page 610).

Action Taken or to be Taken

In FY 1998, CSAT funded five grants under the Adolescent Treatment Mode s Program and another Six
awards were made in FY 1999. It is expected that dl eeven programs will continue in FY 2000. This
program is designed to identify treatment modes for adolescents which have demonstrated cost
effectiveness and highly successful dlient outcomes and replicate these models. These grantswill result in
manuas to guide implementation and replication of the most effective models, providing best practicesto
the field and enhancing the effectiveness of trestment for the nation's youth.

Item: Rock Idand County Council on Addictions(RICCA) —Withinthetotal provided... $350,000
isfor the Rock Idand County Council on Addiction’s (RICCA) Hedthy Y outh Drug Prevention Program
in Rock Idand, lllinois. (Page 611).

Action Taken or to be Taken

CSAP isworking with this organization to develop aprogram plan. Assuming that grant requirementsare
met, the program will be able to receive support in FY 2000.

Item: Gamblingr esear ch -- The Senaterecently heardtestimony about pathol ogical gambling disorders
and the importance of additiona federa research in this area as recommended by the Nationa Gambling
Impact Study Commission. The Center is urged to conduct demongtration projectsto determine effective
drategies and best practices for preventing and treating pathological gambling. (Page 611)
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Action Taken or to be Taken

CMHS isplanning aseriesof activitiesto examine effective srategiesto address pathol ogica gambling with
afocusontheanayssof the prevalence and identification of such problems, the effectiveness of prevention
and trestment strategies, and theimplicationsfor public education, policy making, and professond training.
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Knowledge Development and Application:
PHSA Section 501..........cccviiiiininnnn.

Substance Abuse and Mental Health Services Administration
Authorizing Legislation

Targeted Capacity Expansion:

PHSA Section 501.........ccviviiiininnnns

High Risk Youth:

PHSA Section 501.........ccvvviiiiiinnnns

Mental Health:

a.

HIV/AIDS Demonstrations:

PHSA Section 520 B (j).cveeovveeeeeeinn..

Clinical Training and AIDS Training:

PHSA Section 303.........ccooiviviiiinannnn.

Substance Abuse Prevention:

a.

High Risk Youth:

PHSA Section 517 (h).....covvviiiiiinnnns

Community Prevention:

PHSA Section 516 (C)..ovovvvvviviniinnnnnn.
Public Education and Dissemination:
PHSA Section 515 (C)..ovvvvviviiiiinnnnnnns

Clinical Training:

PHSA Section 515 (C)..ovvvvviiviiiinnnnnnns

Substance Abuse Treatment:

a.

Residential Treatment Programs for
Pregnant and Postpartum Women:

PHSA Section 508 (I)....cccovvviviinnnnnn.

Demonstration Projects of National
Significance:

PHSA Section 510 (€).....ovvvivivininnnnns

Grants for SAT in Criminal Justice

PHSA Section 511 (d)...........coeeveennns

Training in Provision of Treatment

PHSA 512 (d)...oveeoeeeoieeoeeeee

FY 2000 FY 2001
Amount FY 2000 Amount FY 2001
Authorized Appropriation Authorized Estimate
........... Indefinite $296,675,000 Indefinite $282,156,000
........... Indefinite $194,590,000 Indefinite $278,368,000
........... Indefinite $7,000,000 Indefinite $7,000,000
........... Expired Expired
........... Indefinite --- Indefinite -
........... Expired Expired
........... Expired Expired
........... Indefinite Indefinite
........... Indefinite Indefinite
........... Expired Expired
........... Expired Expired
........... Expired Expired
........... Expired - Expired -



Substance Abuse and Mental Health Services Administration
Authorizing Legislation

Unfunded Substance Abuse Activities:

a. Workplace & Small Business (Prevention):
PHSA Section 518 (€)..c.vvviiiiiiiiiiiiiiiiiininens

b. Outpatient Treatment Programs for
Pregnant and Postpartum Women:

PHSA Section 509 (@).....ovvvvviiiiiiiiiiiinininianns

Mental Health Services for Children:

PHSA Section 565 .....coooiviiiiiiiiiieiiens

Protection and Advocacy:

P.L. 102-173, Section 117..........cceieiiniinninnns

PATH Formula (Homeless):

PHSA Section 535 (@)...cvvvivieiiiiiiiiiiiiniiieans

Mental Health Block Grant:

PHSA Section 1920 (8)...ocvvueviririiieiiininanaanns

Substance Abuse Block Grant:
a. Block Grants for Prevention and
Treatment of Substance Abuse:

PHSA Section 1935 ()......ccvevveeveieeeeenann.

Program Mangement:
a. Program Management -

PHSA Section 301; Section 501 ..................

b. SEH Workers' Comp. Fund -

P.L.98-621. ...

Total, SAMHSA ...

Total Program Level.....oooviiiiiiiiiiiiiiii s

Total Appropriations Against

definite authorizations...........ccocviiiiiiiiiiiiiieens
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$2,651,868,000

$2,651,868,000

(continued)
FY 2000 FY 2001
Amount FY 2000 Amount FY 2001
Authorized Appropriation Authorized Estimate
Expired Expired
Expired Expired
Expired $82,763,000 Expired $86,763,000
Expired 24,903,000 Expired 25,903,000
Expired 30,883,000 Expired 35,883,000
Expired 356,000,000 Expired 416,000,000
Expired 1,600,000,000 Expired 1,631,000,000
Indefinite 57,554,000 Indefinite 58,443,000
Indefinite 1,500,000 Indefinite 1,500,000

$2,823,016,000

$2,823,016,000
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Substance Abuse and Mental Hedlth Services Administration
Appropriations History

Budget Estimate

to Congress

Alcohol, Drug Abuse, and Mental Health Administration

1989 $1,504,413,000
1989 Supplmntl —
1990 1,738,716,000
1990 Sec 518 Red.
1990 (DOT Appr) 300,000,000
1990 Sequester
1991 2,831,511,000
1991 Sec 514 Red.
1991 Sequester
1992 3,048,328,000

1992 Sec 513, Sec 214 Red.  ---

1993 3,241,159,000

Substance Abuse and Mental Health Services Administration

1993 9/ 2,037,928,000
1993 Sec 216, 511, 513 Red.  ---
1994 2,153,480,000
1995
1995 Red. P.L.103-333 ---
1995 Red. P.L. 103-133 ---
1995 Resc. P.L. 104-19 ---
199 2,244,392,000
1997 2,098,011,000
1997 Red.P.L. 104-208 ---
1997 Red. P.L. 104-208 ---

1997 Advance Appro. P.L.104-121

2,365,874,000 14

House Senate
Allowance Allowance Appropriation
$507,594,000 2/  $1,583,191,000 $1,562,712,000
283,000,000
1,917,162,000 2,005,448,000 1,926,818,000
-1,135,000
727,000,000
-26,745,000
2,825,891,000 3/5/  3,000,283,000 3/ 2,966,898,000
77,039,000
2917,742000 6/ 3,175,832,000 3,081,119,000
-8,389,000
8/ 3,099902000 & n.a n.a
8 1942417000 8 2,049,609,000 & 2,023,524,000 10
-18,721,000
2,057,167,000 2,119,205,000 12/ 2,125,178,000
2,166,148,000 2164,179,000 15/ 2,181,407,000 16
-662,000
1,788,946,000 1,800,469,000 17/ 1,854,437,000 18
1,849,946,000 1,873,943,000 2,134,743,000
-362,001
-69,000
+50,000,000

19
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Substance Abuse and Mental Hedlth Services Administration
Appropriations History (Continued)

Budget Estimate House Senate
to Congress Allowance Allowance Approprigtion

1998 $2,155,943,000 $2,151,943,000 $2,126,643,000 $2,146,743,000
1998 Advance Appro. P.L. 104-121 +50,000,000 19/
1999 2,279,643,000 2,458,005,000 2,151,643,000 2,488,005,000
2000 2,626,505,000 2,413,731,000 2,750,700,000 2,654,953,000
2000P.L.106-11 -3,085,000.20/
2001 2,823,016,000
FOOTNOTES:
2/ House did not consider the NIDA and NIAAA research, research training, and direct operation,

I I 1w

O 100 I

10/
1/
12/
13/
14/
15/

16/

17/

18/
19

20/

demonstration programs, Protection and Advocacy, and Grants to States, as they lacked authorizing
legidation.

Excludes advance funding for Homeless.

Includes $7,359,000 in 1991 Advance Funding for Homeless.

House did not consider research training Community Support program; and menta health prevention
demonstrations program as it lacked authorizing legidation.

Excludes $31,000,000 proposed to be transferred from the Office of National Drug Control Policy
(ONDCP) Specid Forfeiture Fund.

Excludes $19,000,000 transferred from the Specia Forfeiture Fund.

Excludes $34,701,000 proposed to be transferred from the ONDCP Speciad Forfeiture Fund.

FY 1993 Budget Estimate to Congressand House Allowance represent comparablefunding level sbased
on the 1992 ADAMHA Reorganization Act as identified in Conference Report.

Excludes $33,701,000 transferred from the ONDCP Specia Forfeiture Fund.

Includes $115,000,000 Presidentia Investment.

Excludes $35,000,000 proposed to be transferred from the ONDCP Specid Forfeiture Fund.
Excludes $25,000,000 transferred from the ONDCP Specia Forfeiture Fund.

Excludes $45,000,000 proposed to be transferred from the ONDCP Specid Forfeiture Fund.
Excludes $25,000,000 proposed to be transferred from the ONDCP Speciad Forfeiture Fund.
Excludes $14,000,000 proposed to be transferred from the ONDCP Special Forfeiture Fund. Reflects
$44,000 in SLUC and $33,000 in performance awards reductions mandated by the appropriation bill and
arescission in the amount of $662,000.

I ncludes $200,000,000 proposed transfer from the Safe and Drug Free Schools Act program of the Dept
of Education for youth substance abuse prevention programs in schools and communities.

A regular 1996 appropriation for this amount was not enacted.

Advance appropriation P.L. 104-121 from Socia Security Administration to Substance Abuse Block
Grant.

Reflects a recission mandated by P.L.106-113.
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SUBSTANCE ABUSE AND MENTAL HEALTH SERVICESADMINISTRATION
General Statement/Overview
(dollarsin thousands)
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FY 2000 FY 2000
FY 1999 Pre-rescission Final FY 2001 I ncrease/
Actual Appropriation ~ Appropriation Egimate Decrease
Knowledge Development and

Application...................... $289,307 $299,263 $296,675  $282,156 -$14,519
Mental Health (Non-add) . ...... (96,419) (138,982) (136,875)  (136,875) =)
SA Prevention (Non-add) ........ (77,591) (60,022) (59,541) (50,022) (-9,519)
SA Treatment (Non-add) ........ (115,297) (100,259) (100,259) (95,259) (-5,000)
Targeted Capacity Expansion ....... 133,307 194,590 194,590 278,368 +83,778
Mental Health (Non-add) ....... — — — (30,000) (+30,000)
SA Prevention (Non-add) ....... (78,218) (80,283) (80,283) (85,207) (+4,924)
SA Treatment (Non-add) ... ..... (55,089) (114,307) (114,307)  (163,161) (+48,854)
HighRisk Youth .................. 6,991 7,000 7,000 7,000 —
Children’sMental Hedlth Services ... 77,909 83,000 82,763 86,763 +4,000
MH Protection & Advocacy ........ 22,949 25,000 24,903 25,903 +1,000
PATH HomelessFormulaGrants .... 25,991 31,000 30,883 35,883 +5,000
Mental Health Block Grant . ... ... ... 288,816 356,000 356,000 416,000 +60,000
Substance Abuse Block Grant ... ... 1,585,000 1,600,000 1,600,000 1,631,000 +31,000
Program Management .............. 56,517 59,100 59,054 59,943 +889
Total, SAMHSA ............... $2,486,787 $2,654,953  $2,651,868 $2,823,016 +$171,148

FTES o 561 614 614 614

AGENCY OVERVIEW

SAMHSA’sfisca year 2001 budget request is responsive to the Nation' s recent attention to behaviord
hedlth concerns and their impact on sarvice qudity and availability. There is increasng recognition that
mental health and substance abuse services should be available on the same basis as primary hedlth care.
The recently-released Surgeon Generd’ s Report on Menta Hedlth calls attentionto the many Americans
unable to access high qudity menta health care because of stigma, lack of insurance coverage, and lack
of service availability There is ds0 an increasing body of knowledge demongrating that prevention
programs, interventions and treatment are effective. The federd government must provide leedership in
enauring the availability, accessbility, and quaity of behaviord hedth care services, in particular, age
appropriate interventions for children and young adults. Thetimeisright for the Nation to invest in high
qudity mental health and substance abuse servicesddivered aspart of integrated, comprehensive systems.

The FY 2001 budget request of $2.8 billion isresponsive to these and other nationa concerns. It reflects
anincrease of $171.1 million, or 6.5 percent, over the FY 2000 gppropriation. SAMHSA'’s budget
proposal gpproaches problems of service quaity and bility in the context of systems of care, rather
than in an isolated manner. Many of the initiatives involve both mental hedth and substance abuse; both
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prevention and treatment; both hedlth care and socid service systems, or SAMHSA working closely with
other federd agencieswith rdlevant missons. Initiatives will integrate menta health and substance abuse
into hedth and socid service sysemsand fill gapsin the patchwork of programswhich dready exist. New
initiatives have been sdlectively chosen to address SAMHSA’ s four GPRA gods.

C God 1. Assure sarvice availability: Growth in the Block Grant and formula grant programs will
work to improve locd service systems, and to continue to make progress in closing nationwide
service gaps.

C Goa 2. Meet unmet and emerging needs. Growth in Targeted Capacity Expansion programswill
address new and emerging serviceissues, such asloca menta hedth needs, the bicoastd increase
inheroin abuse seen recently, and HIV/AIDS problemsin minority and e derly popul ations; to meet
community service needs of priority populations such as children and the homel ess; and to continue
to make progress in closing nationwide service gaps.

C God 3. Bridge the gap between knowledge and practice: New and highly relevant service
information will continue to be developed in such areas as youth violence and prevention
programming. Systemswill beestablished to employ dectronic communication methods permitting
practitioners to select among proven prevention techniques, and to support community action in
adopting practices they deem to be the best for their particular circumstances.

C God 4. Enhance data to inform policy, alocate resources, and ensure accountability: Sufficient
resources will be devoted to nationa and program-specific data collection systems to indicate
progress and identify where service system deficiencies exist, and to monitor trestment outcomes.

Prevention and early intervention of mental hedlth and substance abuse problems among children and
adolescents, revitdization of our locad mental hedth systems, expanded availability of children’s menta
hedlth services, targeted capacity expansion, school violence, and programs for high risk youth, are dl
inititives which are designed to identify early at risk individuals and develop the interventions necessary
to prevent serious addictive and mentd disorders. For example, Americans have al been struck by recent
ingtances of youth violence. Every school in this country is taking steps to try to prevent smilar acts of
violence in their own communities. Thereisno magic answer—thereisno smple solution. The urgency of
the issues that SAMHSA will address cdlsfor dramétic change and a serious commitment to the issues
of mental hedlth prevention, substance abuse and our Nation’ s children. The FY 2001 request represents
acareful consideration of where and how federd intervention will be most effective in improving service
ddivery sysems.

UTILIZING BEST PRACTICE RESULTS

A key aspect of SAMHSA’ s mission isto provide nationd leadership in ensuring that knowledge based
on sound science and best practices is used effectively in the provision of addictive and menta health
sarvices. The Agency has made substantid progressin thisregard. The FY 2001 Judtification highlights
severd recent and important accomplishments, and explains how knowledge devel oped about these best
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practices is being trandated into improved service ddivery. As an example, knowledge about effective
substance abuse prevention programs has reached the point where the Center for Substance Abuse
Prevention (CSAP) now requires al High Risk Y outh and State Incentive Grant projects to employ only
prevention practices proven to be effective. They areidentified through such communication mechanisms
asthe Nationa Registry of Effective Prevention Programs, and the Prevention Decison Support System
currently being developed. This represents a substantial advance in service programming over that of just
afew years ago.

Accomplishmentsidentified throughout the budget narrative focus on the knowledge devel opment aspects
of SAMHSA programs. However, the Agency has dso made consderable progressin applying new and
cregtive techniques in communicating information to the public. The ongoing Girl Power! Campaign
represents an excedllent example. Through a combination of community education kits, activity books
developed with the Girl Scouts of the U.S.A., audiovisud materia, and an interactive Website, SAMHSA
has reached millions of 9-14 year old girls and their parents with effective prevention messages. The
number of Website hitsaoneincreased from about 170,000 in early 1998 to over 1.6 million last October.
Feedback on the program has been exceptiond; notable are receipt of an Aesculapius Award of
Excellence and the American Library Association including thisprogramintherr list of 50 Great Websites.
The combination of relevant knowledge development and highly effective knowledge application has
resulted in improved behaviord hedth service qudity throughout the Nation.

MAJOR MENTAL HEALTH SERVICE EXPANSION

Over the past 50 years, the mental hedth system in America has changed from ingtitutional care to a
community-based system of care. While there have been mgor advances in medicines and scientific
knowledge about the human brain over this period, progressin the service ddivery system has been mixed,
and sarvicesin some communities are woefully inadequete. 1t isnow timefor arevitaization of the current
mental health sysem. Our godl isto advance toward amentally healthy Americain the year 2010, where
children will be valued, nurtured and protected; adultswill have a productive workplace, strong families
and hedlthy lifestyles, and elders will be secure, supported and respected. The increase requested for
mental health for FY 2001 is $100 million, an increase of nearly 16 percent over the FY 2000
appropriation. Menta hedlth increases have been accorded the highest priority for expansionin FY 2001.

Thelagt time the federd government highlighted the menta health needs of the country was during the late
1970's, when nationwide implementation of the Community Mentd Hedlth Systems Act wasamgor god
of thefederd government. Sincethen progressin establishing systemsof community menta health careand
establishing key linkages with primary hedlth care and other systems has been uneven a best. Asaresult
of increasingly limited resources, public service systems have focused on treatment of adults with serious
mentd illnesses; hedlth care insurance coverage has declined. There has been little emphasis on prevention
and early intervention services for the population as awhole, and insufficient emphasis on hedth services
for at risk populations, including the homdess. The variety of providers and multiple funding sources has
resulted in patched together “ systems’ leaving huge gapsin mentd hedth care,
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Y et mentd hedth problems have not abated over the years. According to the Surgeon Generd’ s report,
only about haf theindividuaswith mentd illnesscurrently receive any trestment. Mentdly ill children, older
adults, those with co-occurring substance abuse, and those without hedlth insurance often receive littleor
no care. Stigmaremansaseriousand difficult issue. Yet federd invesmentsin research and Knowledge
Deveopment and Application (KDA) studiesare continudly finding more effective waysto prevent serious
problems and provide more effective community-based services. SAMHSA’s chdlengeisto ensure that
this knowledge finds its way into our communities.

Renvigoraing the menta health service systlem nationwide is the centerpiece of SAMHSA’s FY 2001
budget request. The proposal includestheinitiation of anew Menta Hedth Targeted Capacity Expanson
(TCE) program focused on the gaps and deficienciesin the present system of care. Initsbroader context,
the Initiative d o includes continuing the program begun in 1999 to combat youth violence; reducing racid
and ethnic digparitiesinthe provison of menta hedth services, and expanding State systems of community-
based care.

The new Center for Mental Hedlth Services (CMHS) Targeted Capacity Expansion program, proposed
to be established at the $30 million leve, will consst of two mgor eements:

C Expanding locd prevention and early intervention services. The intention is to integrate these
services throughout the community, in educationd, employment, primary care, justice, and Smilar
settings, with aparticular emphasis on children a a young age. “Systems’ needs to be created
where now they are weak or non-existent.

C Addressing gaps in community mentd hedth care. The causes may vary, but it is clear that
sgnificant gaps persst in the provison of menta hedth treetment. They may be racid, gender,
socioeconomic, or geographicin nature, or affect specific populations such as children, homeless,
or theelderly. Asin the substance abuse Targeted Capacity Expansion programs, the god will be
to identify serious system deficiencies and fill these gaps with proven effective, culturaly
appropriate systemsof care. Federd support will betime-limited in nature but structured to ensure
long-termviahility. TCE steswill put in place qudity and measurement systems not only to assess
achievement of this program’s goals, but to demonstrate how effective use of these concepts
ultimately improves client outcomes.

Evenwhen wdll-coordinated, acommunity-based approach such asthisisnot in itsalf sufficient torevitdize
and reinvigorate all aspects of menta hedth service delivery in the public sector. State-run service
programs, servicesfor thehomeess, and children’ sservice programsarecritica to developing a®nowrong
door” approach for those needing services. Increases being proposed in other CMHS programs will
expand mentd hedlth care coverage throughout dl the States, and in the many communities not reached
through the new Targeted Capacity Expanson program.

Deserving of notein thisregard is continuation of $78 million in funding for the Y outh Violence Prevention
program jointly supported with the Departments of Education and Justice. Early identification of youth &
risk for developing severeemotiona problemsand increasing the availability of gppropriate prevention and
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intervention services for them within acommunity setting isagood example of pressng community mental
hedth needs. CMHS' program efforts will be well coordinated on a nationd as well as State level to
ensure they are working together to achieve the desired results.

ADDRESSING GAPS IN SUBSTANCE ABUSE SERVICES

Momentum must aso be continued in FY 2001 to reduce substance abuse problems in the Nation, both
through effective prevention and through expanded treatment. The request proposes a total substance
abuse budget of $2 hillion in FY 2001. Approximately 16,000 more individuals will be treated with
SAMHSA resources, for atotal of approximately 414,000 personsthat will be provided substance abuse
treatment services.

Growth in the Center for Substance Abuse Treatment (CSAT) Targeted Capacity Expansion program
(+$48.8 million) will focus on vulnerable populations which include minority communities, the homeless,
women, individuaswith dua diagnosis, and youth. Aspart of a“ Strengthening Communities” initiative, an
effective range of services will be targeted to certain geographic areas, including rurd areas, smdl towns,
and metropolitan areas experiencing particularly acute substance abuse problems. Appropriate linkages
will be made with Empowerment Zones. The program will continue to be responsive to emerging drug
trends, notably those identified in State-level data which will be available from the Nationa Household
Survey on Drug Abuse. Programs in dl areas will be based on sound, scientifically-based evidence of
effectiveness.

An increase of $31 million, or about 2 percent, is requested for the Substance Abuse Prevention and
Treatment (SAPT) Block Grant. The Block Grant continuesto serve as SAMHSA'’ s primary mechanism
for supporting public prevention and treatment programsthroughout the Nation. These resourceswill help
States maintain service cgpacity while continuing work to target services effectively and develop data
systems to report on service outcomes. Block Grant set-aside funds are aso employed to help States
manage these resources effectively.

While atention hasin the past been focused on drug treatment gaps, serious gaps exist in the provison of
prevention servicesaswel. A baanced community health syssem must include acommitment of fundsto
strengthen prevention and hedlth promotion programs proven to be effective in reducing the preva ence of
substance abuse, especidly among children and youth. The CSAP State Incentive Grant program has
shown great promisein closing these gapsthrough asystems gpproach to service availability. Anadditiond
$5 million is requested to ensure that most States have received an Incentive Grant award by FY 2001.
The program will be restructured in order to be well positioned to address State needs identified in the
1999 Household Survey results available later this year.

The expansion of the Household Survey will in fact become an extremely important indicator of regiond
substance abuse prevalence in FY 2000. The 1999 Survey isfor thefirst time beginning to collect State-
level data on substance abuse, including tobacco use. The Household Survey results comprise the most
important indicator of the extent of substance abuse available in the country. Moreover, it is the best
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predictor of future trends. The first report of State-level data from 1999 will become availablein thefdl
of 2000.

In direct support of SAMHSA’s sarviceinitiatives are two new activities, a Prevention Decison Support
System (PDSS) and a Nationa Treatment Outcome Monitoring System (NTOMS). The CSAP PDSS
systemwill, through Internet linkages, provide prevention practitionerswithimmediate accessto prevention
information and best practices. This sophidticated system will help them sdect scientificaly sound
prevention gpproaches which fit their locd needs. Prdiminary work will continue on this system in FY
2001. The CSAT NTOMS system will be designed as a sample-based network to provide continua
feedback information on drug trestment outcomes, and to identify program-level determinants of changes.
These systems are indicative of SAMHSA'’s continuing commitment to developing more sophisticated
systems of information collection, andyss and utilization. No data system currently funded by any entity
providesthistype of cgpacity which isessentia to support the god s of the Nationd Drug Control Strategy.

REACHING VULNERABLE POPULATIONS AND REDUCING STIGMA

In addition to the larger initiatives, the FY 2001 request includes severd new activities focusing on issues
of concern to both the mental health and substance abuse fields. They will not be addressed in isolation,
but rather, projectsin these areas will aso be linked to the mgjor serviceinitiatives. Three are highlighted
briefly below.

C Reducing Racid and Ethnic Disparities ($5 million):

The budget request will support the identification of new waysto improvethe qudity of and access
to menta health care among ethnic minority populations. The effort is part of the newly proposed
TCE program for menta hedlth and will include arigorous eva uation of qudity of care asit affects
treatment outcomes for these populations.

C The Homeless Population (+$5 million): Another priority indicated by menta hedlth and substance
abuse professonds is the expandgon of community support services to individuds who are
homeess or at risk of homeessness, induding homeess families in the PATH program. The FY
2001 request increases the PATH program by over 16 percent, providing
mental health and ancillary servicesfor about 6,000 more clients. Two-thirds of the clients served
through this program aso have a co-occurring substance abuse disorder.

C Recovery Community Support/Anti-Stigma ($4 million):

The FY 2001 request continues the effort to increase public understanding about consumers of
substance abusetreatment services. ThisK DA program promotesfamily support groupsand other
recovery organizations, facilitates the trangtion from treatment, and improves public perception
about individuas in recovery.
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Rardly are these or other SAMHSA initiatives undertaken outside the context of other services systems,
be they emergency response, child wefare, or educationa in nature. In dl of its service initiatives,
SAMHSA will leverage externd resourcesto ensure amaximum commitment of resourcesat minimal cost
to the Agency.

To effectively manage these programs and the incredibly diverse range of issues which confront the
Agency, two critica resources are necessary: accurate and timely data, and sufficient management
resources. Much of SAMHSA'’s data collection effort is program-specific, and isbudgeted asan integrd
part of the program requests previoudly described. Nationa dataservesavariety of purposes, asindicated
by SAMHSA'’ s recently announced Substance Abuse Treatment Facility Locator. This internet-based
service provides people seeking help, family doctors, substance abuse counselors, and others with the
locations, phone numbers, service array, and road mapsto the nearest treatment facilities. Information for
the locator derives from SAMHSA’s annua Uniform Fecility Data Set survey.

The FY 2001 budget requestsatotd staffingleve of approximately 614 FTEsthrough the addition of $0.9
millionfor increased pay costs. Somerdief from SAMHSA’ s acute saffing shortage was provided in the
2000 appropriation. Additiona staff have been depl oyed to communi cate best practi ces; providehands-on
technica assstance; address policy issues ranging from patient confidentidity to drug testing to parity in
hedlth care coverage; coordinate activities with numerous other federd agencies, and remain sufficiently
abreast of trends and policy changes to assure continued federd leadership in the field.
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B. CENTER FOR MENTAL HEALTH SERVICES

Overview
2000 2000
1999 Pre-rescission Final 2001 I ncrease or
Actual Appropriation Appropriation Esimate Decr ease
BA.....$512,084,000 $633,982,000 $631,424,000 $731,424,000 + $100,000,000

The Center for Mentd Hedth Services (CMHS) supports the delivery of comprehensive mental hedlth
services designed to improve quality and accessto carefor al Americans. Throughits programs, CMHS
promotes the development of effective, community-based servicesto some of the most vulnerable people
in the nation. These include children and adolescents with serious emotiond disturbances, adults with
serious mentd illnesses, homeless families affected by mentd illness, and people with co-occurring mental
illness and HIV/AIDS or chemica dependencies.

The Adminigtration has focused nationd attention on improving servicesfor people with menta illnessand
promoting the nation’ s mental hedlth through three very sgnificant activitiesin 1999: thefirst White House
Conference on Mental Hedlth, the Surgeon Genera’s Call to Action to Prevent Suicide, and the first
Surgeon Generd’s Report on Mental Hedlth.  These activities showcasad the significant scientific and
clinica advances that have been madein the treetment of mentd illnesses and the tremendous distance il
to go to make effective, affordable services available for al Americans. The U.S. Surgeon Generd stated
in his Report on Menta Hedlth, “concerns regarding mental illness and mental health too often were
relegated to the rear of our national consciousness... We have allowed stigma and a now
unwar ranted sense of hopel essness about the opportunitiesfor recovery frommental illnessto erect
these barriers. It istime to take them down.”

M ore than 63 million Americans experience sometype of mental hedth problem. Thisexactsadevastating
economic, socid, and physicd toll onindividudsof dl ages, their families, and their communities. Of these
Americans, 6.7 million (including 1.1 million children and adol escents) aredisabled by severeand persstent
mental illnesses. In the United States, mentd ilInessisthe second leading cause of disability and premature
mortdity. Inalandmark study conducted by the World Bank and the World Hedlth Organi zation (WHO),
menta illnessesrepresent 5 of the 10 leading causes of disability worldwide. No oneisimmuneto therisk
of mentd illness by virtue of race or ethnicity, education, age, socioeconomic status, or gender. The costs
per year of mentad illnessesto this Nation in hedlth care dollars spent and productivity lost are over $150
billion. Mental hedlth problems teke a staggering socid cost that affect Americans employment, physica
hedth, housing, and the overdl qudity of life for them and their families.

Despite the advancesin our knowledge of effective community based menta hedlth interventionsthat were
summarized in the Surgeon Genera’ sreport, critical gaps still exist between those who need service and
those who receive service. Less than two-thirds of adults with severe mentd illnesses receive trestment
for their illnesses, and estimates of the proportion of children and adolescents with serious emotional
disturbances who receive menta hedlth care for their problems are aslow as oneinfive.
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The nation’ smental health service system iscomplex, and servicesare fragmented. Often, people needing
mental health services come into contact with primary hedlth care providers, welfare, schools, or the
crimind justice system. Too often, these systems are unprepared and unable to recognize menta health
problems and provide appropriate, effective care. Too often, yawning gapsin servicesand service funding
prevent early identification and effective trestment of menta illnesses. Particularly vulnerable are people
who have complex economic, socid, and hedth problems, and who require help with medications, housing,
wefare, education, and other categorica services. Women, children, the elderly, ethnic minorities, the
homeess, persons with co-occurring substance abuse disorders, people who experience disasters,
individuas with HIV/AIDS, and those involved in the crimind justice system are dl groups that are
particularly in need of specialized mentd hedlth services. Inthelast year, youth violence and youth suicide
have gained nationd attention.

CMHS' proposals for fisca year 2001 are designed to build the knowledge base and service system
infragtructure so that people with mental illnesses can get effective treatment, and these illnesses and the
disabilities associated with them can be prevented and recovery from them hastened. CMHS' FY 2001
initiatives build on the four SAMHSA GPRA gods.

. Assure services availability

. Meet unmet and emerging needs

. Bridge the gap between knowledge and practice

. Strengthen data collection to improve quality and enhance accountability

FY 2001 Agenda

In FY 2001, SAMHSA's Center for Mental Hedlth Services budget request is $731 million, an increase
of $100 million over the FY 2000 gppropriation. Thisamount will enhance existing mentd hedth services
program through the Community Mental Health Services (CMHS) Block Grant, Targeted Capacity
Expanson, PATH, Protection and Advocacy and the Children's Mentd Hedth Services Program.
Expangion of these programs will increase services availability and meet emerging, unmet needs. The FY
2001 budget will help bridge the gap between knowledge and practice by strengthening CMHS
Knowledge Development and Application (KDA) programs, and promote accountability and quality
improvement through improved mentd hedlth data collection.  Asthe Surgeon Generd’ s Report affirms:
“mentd hedth isfundamenta to hedth.” These initiatives represent a sound investment to assure America
has a hedthy future.
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KDA PROGRAM ACCOMPLISHMENT

Program: The Access to Community Care and Effective Services and Supports (ACCESS)
Program

Goal: The ACCESS Program is an innovetive interdepartmentd effort that is testing the
impact of systems integration on outcomes for homeless people with menta illnesses.

Findings.

. ACCESS projects are successful a getting people off the streets and helping them stay in
housng. Within the firgt three months of enrollment, homeless mentdly ill participants showed a
47% reduction in the number of days homeless. After 12 months, the number of days had
reduced by 76%.

. ACCESS consumers show significant clinical improvements. After 12 months of sarvices,
homeless mentaly ill participants showed: a 54% decrease in minor crimind activity; a44%
decrease in sef-reported victimization; a 34% decrease in totd days of drug use; a35%
decrease in psychotic symptoms; a 43% decrease in depressive symptoms; and a 33%
increase in the number of days worked.

Reducing Homelessness
in the ACCESS Study
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Application:

Homeless persons with menta illness do respond to outreach and are willing to be engaged into
sarvices. CMHS istesting whether smilar strategies will be effective with homeless families. Results
are being shared with State menta health agencies, homeless service providers, and HUD, among
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others. Manuas and modes on available through CMHS World Wide Web site and from the
Knowledge Exchange Network (KEN).

KDA PROGRAM ACCOMPLISHMENT

Program: Employment Intervention Demondiration Program (EIDP)

Goal: To identify the most effective gpproaches for asssting adults with serious mentd illness
to find and maintain competitive employment.

Findings: Prliminary data from the first 3 years show:

Proportion of EIDP Participants Employed:

. 28% of those receiving services for 3 months
. 40% of those recelving services for 6 months
. 47% of those recelving services for 9 months
. 51% of those recelving services for 12 months
. 56% of those recelving services for 18 months

(Compare to: The 1994/95 employment rate for persons with severe disabilities was 26%.)

Productivity Potential:
C EIDP clients worked 793,577 hours and earned $4.2 million in the first 3 years of the
project.
C 2234 jobs were held by clientsin the first 3 years, an average of 2.3 jobs per worker.

Job Features:
C Jobs held by clients paid an average of $6.03 per hour.
C 82% of jobs were part-time; jobs averaged 22 hours per week.

Application:

Given the right support services, people with psychiatric disabilities can work. Results from this KDA
program have been shared with dl of the State menta hedlth agencies and State mental hedlth planning
councils. Stateswill be expected to incorporate employment readiness programsin their CMHS block
grant gpplications and in their implementation plans.
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Substance Abuse and Mental Health Services Administration
Center for Mental Health Services
Mechanism Table
(Dollars in Thousands)

FY 2000
FY 1999 Pre-Recission Final FY 2001
Actual Appropriation Appropriation Estimate
No. Amount No. Amount] No. Amount] No. Amount
KNOWLEDGE DEVELOPMENT
& APPLICATION (KDA)
Grants/Cooperative Agreements:
CONINUALTONS. ....ceiiiiiiieieieiiei e 142 31,775 181 39,118 181 39,118 105 38,621
RENEWAL.......oiiiiiiiiiiiicic ] 4 871 7 2,590 7 2,590 5 2,450
NEW ..t 89 18,938 101 20,250 101 19,930 162 24,497
SUPPIEMENTS.....oeiiiiiiiiiiiiiiiiii e (30) 2,293 9) 3,930 9) 3,930
Subtotal, Grants/Cooperative Agreements............ 235 53,877 289 65,888 289 65,568 272 65,568
Contracts 35 41,878 30 72,427 30 70,640 30 70,640
Technical Assistance 97 97 97 97
REVIEW COSL.....ceeiiiiiiiiiiiii et 1 567 1 570 1 570 1 570
TOTAL, KDA oottt 271 96,419 320 138,982 320 136,875 303 136,875
TARGETED CAPACITY EXPANSION (TCE)
Grants/Cooperative Agreements:
CONINUALTONS. ..ot
RENEWAL.......oiiiiiiiiiiiicic ]
INBW .o --- --- --- --- --- --- 69 28,750
SUPPIEMENLES. ....oviviiiiiiiiiii
Subtotal, Grants/Cooperative Agreements. 69 28,750
Contracts 2 750
Technical Assistance
REVIEW COSL.....ceiiiiiiiiiiiiii et 1 500
TOTAL, TCE ittt 72 30,000
CHILDREN'SMENTAL HEALTH
Grants/Cooperative Agreements:
CONEINUALTONS. ....eeiiiiiiee ettt 24 31,631 45 60,536 45 60,299 47 61,299
RENEWAL.......oiiiiiiiiiiii e
NEW ..t 22 20,618 2 2,000 2 2,000 5 5,000
SUPPIEMENES. ...ooviviiiiiiiiii (22) 5,196
Subtotal, Grants/Cooperative Agreements............ 46 57,445 47 62,536 47 62,299 52 66,299
Contracts 14 19,862 15 20,286 15 20,286 15 20,286
Technical Assistance.. 124 178 178 178
Review Cost 1 478
TOTAL, CHILDREN'S ..o 61 77,909 62 83,000 62 82,763 67 86,763
PROTECTION AND ADVOCACY ..ciiiiiiiiiiiiiiiieenn, 56 22,949 56 25,000 56 24,903 56 25,903
MENTAL HEALTH BLOCK GRANT .....covvviiiiiiienns 59 288,816 59 356,000 59 356,000 59 416,000
PATH e 56 25,991 56 31,000 56 30,883 56 35,883
TOTAL, CMHS. ... 503 512,084 553 633,982 553 631,424 613 731,424
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B. CENTER FOR MENTAL HEALTH SERVICES
1. Knowledge Development and Application (KDA) Program

Authorizing Legidation - Section 501 of the Public Hedlth Service Act.
2000 2000

1999 Pre-rescission Final 2001 I ncrease or
Actual Appropriation Appropriation Estimate Decr ease

BA....$96,419,000 $138,982,000 $136,875,0000 $136,875,000 ---

2001 Authorization
PHSA SeCtioN 501 . . ..ottt et e e e e e Expired

Purpose and Method of Operation

The Knowledge Development and Application (KDA) program promotes the continuous improvement of
sarvice ddivery systems for children and adults with serious mental hedth problems. The KDA program
includes three mgjor areas of activity: 1) knowledge development activities that identify the most effective
sarvice ddivery practices, 2) knowledge synthess activities that trandate program findings into useful
products for the field; and 3) knowledge application projects that support adoption of exemplary service
approaches throughout the country.  Through CMHS KDA programs, new interventions are eval uated.
Promising programs are refined through replication over arange of red-world settings. Findings are sifted
for resultsthat can be practically implemented in community programs. From the KDA knowledge base,
CMHS helps States, communities, consumers, and others improve access to effective and affordable
mental health services through the CMHS block grant, formula grant, and service ddivery programs (e.g,
Comprehensive Menta Hedth Servicesfor Children with Serious Emotiona Disturbanceand their Families
Program, the Projects for Assstance in Trangtion from Homelessness (PATH) Program, and the Mental
Hedth Performance Partnership Block Grant Program). Fundamentally, the KDA Program is designed
to promote improved service outcomes for al persons who experience menta hedlth problems.

Sincementd illnessaffectsall ages, incomes, ethnic andracid groups, and genders, CMHS KDA portfolio
isbroad. CMHShasongoing KDA programstargeting children, adolescents and adultswho have or who
areat great risk of developing severementd illnessess. CMHSKDA programs are already demonstrating
important findings that CMHS is now helping States and communities adopt broadly. For example,
CMHS ACCESS KDA program has shown how homeless adults with severe mentd illnessesand often,
withco-occurring chemical dependencies, can be helped off the streetsinto stablehousing. Twelve months
after being enrolled into ACCESS mentdal hedlth services, rates of homelessness at the 18 ACCESS sites
dropped from an average of 93% to 56%, crimind activity was cut by 54%, psychotic symptoms were
reduced by 35%, drug use dropped by 34%, and number of days worked increased by 33%. New
CMHS KDA programs are trying to achieve smilar results with homeless families that are affected by
severe mentd illness. Knowledge agpplication projects are helping States and communities around the
country to implement programs for homeless adults based on the models tested through ACCESS.
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Treatment Works
for Homeless Persons with SMI
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Smilaly, evduations
of CMHS”
comprehensive children’s mental hedth KDA programs have pointed to significant improvements in the
lives of children with serious emotiond disturbances and families that can be achieved. For example,
Sonoma County Y outh & Family System of Care in Cdiforniareduced by 30% the number of children
withseriousemotiond disturbanceswho required out-of-home specid education placements during 1998,
while at the same time reducing average monthly Specid Education placement cods by 40%. The
Partnership Program in North Dakota reduced children’s child's average length-of-stay in residentia
psychiatric placements by 55%, from 212 days before the program began, to 137 days. A third program,
the PEN-PAL Project in North Carolina cut by 83% the number of children sent to psychiatric facilities.
CMHS has set up nationwide training and technical assistance programs to help States redesign their
children’s menta hedlth programs supported, in part, by the CMHS block grant to build on the results of
these KDA findings.
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Program Digribution of Funds
(dollarsin thousands)

FY 1999 FY 2000 FY 2001
Homeless $10,324 $9,335 $9,335
HIV/AIDS 8,554 8,802 8,802
Adults 27,159 29,048 29,048
Children (non-School) 10,382 11,473 11,473
Y outh Violence 40,000 78217 78,217
Totd, KDA $96,419 $136,875 $136,875

Funding levelsfor the past five fiscd years were asfollows:

Funding ETEs
1996......ccoviiiis $ 38,032,000 —
1997....oiiiiiiis 57,964,000 —
1998......coiis 57,964,000 —
1999...... 96,419,000 —
2000.......cccuiiiiinnns 136,875,000 —

Rationale for the Budget Request

The FY 2001 request includesleved fundinginthe KDA program. CMHSwill build onfoundationsaready
laid in previous years to:

C
C
C

C

evauate innovative service approaches,

test promising interventionsin real world conditions,

get the results into the hands of State and locd officials, community leaders, service providers,
consumers and families, and

improve access to effective, affordable mental hedth services, especidly for vulnerable and
under-served populations.

CMHSwill intengfy its KDA programs testing the effectiveness of prevention and trestment interventions
for children and adults with severe and disabling mentd illnesses, and for people with complex problems
requiring coordinated or integrated services, e.g., adolescents and adults with mentd illness who are
involved with the crimind justice system, people with mentd illness and co-occurring illnesses such as
chemica dependency, HIV/AIDS, or other hedth problems. In FY 2001, for example, CMHS plansto

implement

the second phase of its Homeess Families KDA program ($2.45 million), extending to 8

additional communities, its study of the effectiveness of innovative interventions to prevent or shorten
homel essnessamong familiesinwhich mentd ilinessisa sgnificant factor. The Center’ s$4.8 millionin new
HIV/AIDS KDA initiatives will focus on reaching front-line mental hedth service providers who serve
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minority populations, and those for whom English isasecond language, and peoplein rura aress, in order
to provide them information about modifying high risk behavior and about the psychologica and
neuropsychologica effects of HIV/AIDS that has been gained from previous CMHS HIV/AIDS KDA
programs. A second HIV/AIDSKDA program will devel op and test the effectiveness of brief HIV/AIDS
prevention/intervention modules designed specificaly for specia populations of young adults and women,
two groups in which the incidence of HIV infection continuesto rise. Thegodsof thisKDA program are
to decrease high risk sexua behaviors, concurrent substance use and sexud activity, and the incidence of
sexudly tranamitted diseases and pregnancy in the intervention populations.

For adults with severe and persstent mentd illnesses, CMHS will intengfy its Knowledge Application
efforts to assist States and locd communities to implement the Community Support Programs that earlier
Knowledge Development programs have found to be effective. InFY 2001, CMHSwill help Statesuse
the results from the Employment Intervention KDA Program to implement vocationa programsfor people
with severe mentd illness. Along the same lines, CMHS has demongtrated through its Crimind Jugtice
DiversonProgram that, for the many people entering the crimind justice system who have a serious mental
illness and co-occurring substance abuse disorders, diverson programs into community trestment in lieu
of incarceration or retention in jail can be highly effective. Already, numerous States, including Arizona,
Connecticut, Maryland, Oregon, Pennsylvania, and Tennessee have implemented jail and prison diverson
programs, reduced fragmentation of services, and crested innovative Police Crisis Intervention Teams. In
FY 2001, find results from the Crimind Justice Diverson KDA will be released, and intensve technica
assstlanceand training will be provided to State and locdl jurisdictionsto make necessary systems changes.

Continuing its long-standing practice, CMHS in FY 2001 will actively promote the involvement of
consumers and families in every aspect of public menta health. New Knowledge gpplication grants will
be awarded to support consumer and family networksin the states ($3.6 million), and to provide technica
assigtance to existing consumer and family networks ($1.6 million).

Another of CMHS' knowledge application programsisthe Knowledge Exchange Network (KEN). The
god of the programisto provideinformation about menta hedth viavariousmediato usersof menta hedth
sarvices, ther families, the generd public, policy makers, providers, and researchers. Thisisdonethrough
the distribution of publications and receipt of inquiries through the KEN website. The number of requests
received is shown in the table below:

1999 2000 2001
Edimate Edimate Edimate Difference
Information requests 30,302 57,533 63,286 +5,753
Publications distributed 153,903 322,929 355,222 +32,293

Web dte connections 197,659 400,370 440,407 +39,937
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Funding for this program will continue in FY 2001.

The safety and well-being of the nation’s children must be protected. Through CMHS' Safe Schools,
Healthy Students (SSYHS) program, grants were made in 1999 to 54 school digtrictsin 39 States. Each
school didtrict is implementing policies and mentd hedlth service programs to reduce the risk of youth
violencee. CMHS' School Action Grants support an additional 80 communities across the country to
implement and eva uate programs designed to prevent violence and suicide, and promote mentaly healthy
development intheir schools. In FY 2001, CMHSwill work with its grantees and, through its knowledge
gpplication programs, with schools and communities acrossthe country, to evauate the youth violence and
suicide prevention programs dreedy in the fidd, and to disseminate findings from effective programs. In
FY 1999, more than 450 school districts applied for SS'HS awards. Applicants painted avery disturbing
picture of youth poverty, suicide, violence, hopelessness, and crime. CMHS was able to fund less than
one-tenth of the applicants. The need for effective violence prevention, suicide prevention, and postive
mental health
promotion for children
IS great, requiring

oo ele | Safe Schools for Everyone
of resources  and
attentionby dl levelsof
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B. CENTER FOR MENTAL HEALTH SERVICES
2. Targeted Capacity Expansion

Authorizing Legidation - Section 501 of the Public Hedlth Service Act.

2000 2000
1999 Pre-rescission Final 2001 Increase or
Actual Appropriation  Appropriation Edgimate Decr ease

BA ... ... $-- $-- - $30,000,000 +$30,000,000

2001 Authorization
PHSA SECHION S0L.......iiiieieeiieee ettt Expired

Purpose and Method of Operation

The proposed budget for Targeted Capacity Expansion (TCE) program congtitutes a new discretionary
program for the Center for Mental Health Services. However, the CMHS TCE program is modeled
directly on the highly successful targeted capacity expansion programs of the Center for Substance Abuse
Trestment and Center for Substance Abuse Prevention.

Targeted Capacity Expansonisaprogram designed to help meet emerging and urgent mentd hedth service
needs of loca communities. Three-year grants will be made to cities, counties, and tribal governmentsto
help them build the service systeminfrastructure necessary to address seriousloca or regional menta hedlth
problems. Prevention and treatment interventions proposed must have a strong evidence base and show
commitment that resources will be committed to sustain the new TCE programs when the grant ends.

Funding levelsfor the past five fiscd years were asfollows

Funding FTEs

Rationale for the Budget Request

TheFY 2001 President’ sbudget proposes$30,000,000 to implement anew Targeted Capacity Expansion
program.. The proposed program addresses two critical areas for development: prevention and early
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intervention and loca service expanson in non-menta hedth settings. Of the proposed appropriation,
$10,000,000 would be invested in primary prevention and early intervention and $20,000,000 in loca
service expansion. Within the local service program, $5,000,000 will be set-aside for projects targeting
a reduction in racid/ethnic digparities in menta hedth, a sgnificant problem highlighted by the Surgeon
Generd’ s Report on Mental Hedlth and the Department of Health and Human Services (DHHS) Hedlthy
People 2010 mental hedth gods. All applications must receive State concurrence prior to submission.
Each priority initiative will be addressed separately.

In developing future policies gpplicable to this program, the possibility of including ameatching requirement
will be considered.

Prevention and Early Intervention Initiative
The 1994 Ingtitute of Medicine (I0OM) report Preventing Mental 111ness concludes:

“There could beno wiser investment in our country than acommitment to foster the prevention of mental
disorders and the promotion of menta hedth through rigorous research with the highest of
methodologica standards. Such acommitment would yield the potential for hedlthier livesfor countless
individuas and the general advancement of the nations' s well-being (Mrazek & Haggerty, 1994, p.
Xvii).”

In authorizing SAMHSA, Congress specificaly ingtructed the agency “to improve prevention services,
[and] promote mental hedlth....” (P.L.102-321, July 10, 1992, p. 106 STAT. 325). Prevention and early
intervention is a necessary complement to SAMHSA’s commitment to improve access to treatment.
Fortunatdy, asthe 1994 10M study and the 1999 Surgeon Generd’ sReport on Mental Health summarize,
great strideshave been madein deve oping robust, scientifically-grounded prevention and early intervention
programs. CMHS, through this new Prevention TCE will help communities implement and adapt these
proven prevention interventions. .

InFY 2001, the Prevention and Early Intervention TCE Initiative will focus on prevention of mentd illness
and promotion of menta hedth in children and adolescents. Two CMHS reports, Reducing risks for
mental disorders during thefirst five years of life, and Preventing mental disordersin school-age
children identify specific evidence-based prevention and early intervention programs that gpplicants for
the TCE program can adopt. Approximately 45 awards will be made to cities, counties, and tribal
governmentsto implement programstargeting a-risk children and adolescents, with an emphasison youth
from ethnic/racid minorities. In subsequent years, the TCE program will cover prevention issues across
other age groups.

Targeted Capacity Expansion in Non-Mental Health Service Systems Initiative
CMHS proposes anew FY 2001 Targeted Capacity Expansion (TCE) program primarily to strengthen

the ability of non-menta hedlth service systems (e.g., primary hedth care settings, agencies serving the
elderly) to better identify and treat menta illness among the people that they serve. A mgor
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epidemiologica study of mentd illnessand substance abusein the United States, the National Co-morbidity
Study (Kesder et d, 1998) found that about half of peoplewith mental illnessesreceived any trestment for
their illness, and well over haf of those received treatment from their primary hedlth care provider, from
aminister or priest, or from someone other than a trained mental hedth professond. Often, these other
systems areiill equipped and ill informed to effectively recognize and treat mental disorders. But, these
systems are where the people are and actudly go. CMHS, through this new TCE program, will partner
with non-menta hedlth specidty systemsto help them better meet the menta health needs of the people
whom they dready serve.

The datatdl us a compelling story. Most psychotropic medications are not prescribed by psychiatrists,
but by primary care and other physicians (Pincus et ., 1998). Between 40 and 60% of people with
depressve disorder inthe U.S. receive their only hedlth care from general medica providers (Wellset d.,
1999). Adults and children with mental and emotiond problems often rely on their family physicians
because they are less sigmatizing and more accessible than menta hedth specidigs. Unfortunately, Sgns
of mentd illnessare not recognized, or if identified, are not effectively treated by non-menta health settings.
For example, the Surgeon Generd's Report on Mental Hedlth indicatesthat in primary care settings, major
depression goes unrecogni zed for one-third to one-hdf of affected patients. Of thosetreated, itisfar from
uncommon that wrong medications are prescribed, dosages are inadequate, durations are too short, and
drug-interactions arenot monitored. Among children and adolescents, the problem of missed opportunities
by non-menta hedth agenciesto detect and treat mentd illnessesiseven more dtriking than for adults. The
Surgeon Generd’ sreport findsthat between 75% and 80% of children with seriousemotiona disturbances
do not receive any speciaized menta hedlth care for their problems, and most go completely untrested.
The vagt mgority of children with SED who do receive mental hedth services (more than 70%) receive
help in school (Burnset d, 1995). Many others get what help that they do receive through child welfare,
generd hedth and juvenile judtice settings.

Access to gppropriate care is a particularly pronounced problem for Americans who are racid or ethnic
minorities. The Surgeon Generd reports that the U.S. menta hedlth system is not well-equipped to meet
the needs of racia and ethnic minority populations, and that these groups are generdly considered to be
underserved (1999).

Fortunately, well-designed modes designed to improve the capacity of non-specidty systemsto provide
effective mentd hedlth care are producing gtriking results. Studies in Portland, Los Angdes, Pittsburgh,
Connecticut, Texas, e sewhere are showing that non-mental health systems can be asssted to achieve
trestment outcomes as good as the best specialty mental hedlth care (Katon, €. d, 1998). Through its
KDA programs, CMHSisworking with primary health care systemsto test model sfor improving detection
and treetment of mentd illnessin older Americansin primary hedlth care settings. Smilar KDA effortsare
under way focused onyoung children, adolescents, homeess adultsand families, and adultsin the crimina
judtice system. CMHS' new TCE program is designed to help local communities adapt these proven
models to meet emerging and urgent menta health needs primarily through non-specidty service sysems.



48

The Initiative

The TCE program will support development of mental health treetment capacity where the need presents
itdf: in primary hedlth care and community heglth centers, hedlth care for homeless and shelter programs,
programs for the ederly, and other non-menta health service sysems. Each TCE program will two
components: Service Linking and Capacity Development.

The Service Linking component will provide resources to grantee communities to build service networks
which assure that persons presenting with menta hedlth problems identified in the target service systems
will be assessed and treated in that system, or are linked directly into speciaty mental health services such
as community mental hedth centers. The Capacity Development component will provide resources to
develop specific, evidence-based trestment capacity primarily within non-menta hedlth specidty service
gygems. CMHS will assig TCE grantees in the sdection and implementation of evidence-based
interventions.  The TCE mechanism will dlow loca communities to focus on populations and service
systems that are most pressing to them through strategic response to the demand for mental health services.

It will dso build on the strengths and resources of existing service systems, helping them to do a better job
withthe people that they are dready set up to serve. For example, church programs serving the homeless
offer caring and trugting relationships, crimind judtice programs offer more careful supervison and safety
for those who need it, and primary care physicians offer high credibility and long-term hedth care
relaionships. The programwill provideloca communitiesthe opportunity to create on expand their ability
to provide integrated, creative responses to well documented treatment capacity expansion. CMHS will
conault with other federa agencies, such asthe Administration on Aging, on how best to addressthe mental
hedlth issues affecting older Americans.

Grants will be awarded to communities focusing on cresting better access for racid/ethnic minorities to
linguigtically and culturally appropriste mental hedlth care. This improvement may, for example, be
achieved through partnerships between primary care and ethnic-specific agencies, or by providing
incentives for non-mental hedlth service providers to recognize and discuss menta hedthiiliness in a
culturaly competent manner. Grantees may also propose other evidence-based approaches to local
services expanson which have been created or tailored for use with the target population.

Technica assstance will be provided to applicants through existing CMHS Technica Assstance Centers.
Grantswill befor 3 years.
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Objectives:

e To increase the likelihood of early intervention in menta health problems by providing
asessment and mental health treatment in settings where people are dready engaged.

é To increase service utilization by improving short- and long-term access to services.
é To promote service system integration by creating and maintaining service networks.
e To implement the “no wrong door” approach to health and support services.
é To improve racid/ethnic minority accessto linguistically and culturaly appropriate menta
hedlth services.
B. CENTER FOR MENTAL HEALTH SERVICES
3. Children’s Mental Health Services Program
2000 2000
1999 Pre-rescission Find 2001 Increase or
Actud Appropriation Appropriation Request Decrease
BA .... $77,909,000 $83,000,000 $82,763,000 $86,763,000 +$ 4,000,000
2001 Authorization
PHSA Section 565 () ... ... Expired

Purpose and Method of Operation

The Comprehensive Community Mental Hedlth Services for Children and Their Families Program is a
discretionary grant and contract program to encourage the development of intensive community-based
sarvices for children with serious emotiond disturbance and their families based on amulti-agency, multi-

disciplinary approach involving both the public and private sectors.

Funds are available to States, politica subdivisons of States, territories, and Indian tribes or tribal
organizations. Funds are used to build on the exigting service infrastructure so that the array of services
required to meet the needs of the target population isavailable and ble. Grantsarelimited to atota
of 5 years and grantees must develop sources of non-federa matching contributions which must increase
over the term of the award from $1 for each $3 of Federa funds in the first year to $2 for each $1 of
Federd fundsin thefind year.

Asof 1998, the 45 grantees had generated atotd of $183 million of matching non-federa fundsin support
of their communities system of care. From 1993- 1999, CMHS has funded 65 grants in 42 states and
served atota of 40,827 children.

1999 2000 2001
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Edimate Edimate Edimate Difference
Number of Children
Served.....oooeeeeeeeenn 15,600 15,600 17,300 + 1,700

The Children’'s Mentd Hedth Services Program is solidly grounded on a st of well-tested
accomplishments.  New grantees will be asssted to achieve the kinds of results that CMHS' current
grantees are reporting.

ChildOutcomes: Findings indicate notable improvementsfor children after oneyear in starting services.
For example,

* Law Enforcement Contacts Reduced - The proportion of children who had no contact with law
enforcement increased by 10 percent from 66.8% of children at intake to 73.2% one year later.

« Stable Living Arrangements Increased - The percent of children who had multiple living
arrangements decreased by 32 percent one year after starting services. Similarly, the percent of
children having asingle living arrangement increased by 19 percent after one year.

» School Performance Improved - The proportion of children with below average or failing grades
decreased by 25 percent after one year. In addition, the percent of children with average or above
average school gradesincreased by 19 percent after one year.

e School Attendance Improved - The percent of children attending schoal infrequently (1-75 percent
of thetime) decreased by 16 percent after oneyear. Regular attendance increased by 5 percent after
one year.
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Service System Outcomes - The children's mentd hedth service sysems have been able to cut
substantidly the number of out-of-homeresidentia placementsfor childrenintheir servicearea, and reduce
the average length out-of-home placements.

Funding levelsfor the past five fiscd years were asfollows:

Funding ETEs
1996.......ccoiiiiiins $ 59,927,000 —
1997....oiiiiiiie 69,896,000 —
1998......cciiiis 72,927,000 —
1999......o, 77,909,000 —
2000.......cccieeirinnns 82,763,000 —

Rationale for the Budget Request

The FY 2001 President’ sBudget proposes $86, 763,000, an increase of $4,000,000. Of thetotal amount,
$5,000,000 will be used to make 5 new grant awards and $81,673,000 will befor grant continuationsand
related contract activity. Continued support will be provided for evauation, technica assistance, and
communication activities, promising more improvement in more places for more children and their families
in the futur
e.
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B. CENTER FOR MENTAL HEALTH SERVICES
4. Protection and Advocacy Program

2000 2000
1999 Pre-rescission Find 2001 Increase or
Actud Appropriation Appropriation Request Decrease
BA .... $22,949,000 $25,000,000 $24,903,000 $25,903,000 +%$1,000,000
2001 Authorization
P.L. 102-173, SECHON 117 ... e e e e e e e e eeanaes Expired

Purpose and Method of Operation

The Protectionand Advocacy for Individuaswith Mentd 1liness (PAIMI) Act (42 U.S.C. Chapter 114)
authorizes formula grant awards to protection and advocacy (P& A) systems designated by the governor
in each of the States, the territories, and the Didtrict of Columbia. The PAIMI awards are used by the
State P& A systems to ensure protection and advocacy for individuals with mental illness and severe
emotiond disturbance againg abuse, neglect and civil rightsviolationswhileinapublic or privateresdentid
care or treetment facility. The State P& A systems are authorized to monitor compliance with respect to
the rights of individua's through activities that ensure the enforcement of the Congtitution and federd and
State gatutes and to investigate incidents of abuse and neglect of individuds if the incidents are reported
to the system or if there is probable cause to bdieve that the incidents occurred.

The god of this program is to expand the resources and capacity of State P& A systems to provide the
following protection and advocacy services to individuds with menta illness and severe emotiona
disurbance: ........

» toreduce their waiting lists by funding additiond program priorities to meet consumer service needs.

» to meet the needs of unmet populations, such as, children, adolescents, women, the ederly, including
ethnic and cultural minorities; in rurd and urban careftrestment facilities.

« to monitor the incidents of seclusion and restraint used by public and private resdentid care and
treatment facilities for individuas with mentd illness and severe emotiona disturbance.

« toinvedigate dl fatd incidents resulting from the use of seclusion and restraint in public and private
resdentia facilities for individuas with mentd illness and severe emotiond disturbance.



1999 2000 2001
Edimate Edimate Edimate Difference
Number of Clients Served 16,600 18,000 18,700 + 700
Number of Complaints Addressed 26,500 29,500 31,000 +1,500

Of the 25,527 abuse, neglect, and rightsviolation complaints addressed by the State P& A programsin FY
1998, the number of incidentsinvolving abuse increased to 8,687

(FY 97: 8,360). Themgority of theseincidentsinvolved failureto provide menta hedlth treatment (25%),
physical assault (12%), ingppropriate or excessve restraint/secluson (12%), failure to provide medica
treatment (10%), and ingppropriate or excessive medication (11%). There were dso numerousfadities
involving individuals with mental illnesswho received care or trestment in aresdentia facility a the time.
State P& A systems conducted investigations of these highly publicized deaths and issued findings which
substanti ated where residentia facility staff either used excessive physical restraint or provided inadequate
medica care.

For example, one State P& A system decreased incidents of abuse and neglect in a State residential
trestment facility through increased monitoring. The facility treated 35 boys and girls, aged 8-17 years,
from two contiguous States who were placed their by their respective States because of “trouble with the
law.” PAIMI gaff, while conducting an outreach vigt at the facility, asked alittle girl about the numerous
scratches on her ams and legs. She said “they took me down.” The child explained that facility staff
“dammed’ her againg the floor, againgt the wall or againgt whatever object was nearby. Other children
adso explained to PAIMI gaff how the facility was managed. PAIMI gaff, conducted training for facility
daff on the rights of resdents. However, the training was not well received by facdility staff who became
upset, told PAIMI staff that “you can't take away our power,” and then disrupted thetraining sesson. The
children, when provided with patients' right training, thought the PAIMI staff was joking as they thought
they had no rights and that it was acceptable for facility saff to physicaly punish them. PAIMI gaff made
nuMerous repeet vists to interview the children who continued to relay incidents of abusive trestment by
fadlity aff.

The PAIMI saff reported these findings to the State (which licensed the facility) Office of Children’s
Services (OCS), the children’slegal custodians. However, OCS made no effort to remedy the Situation,
PAIMI saff requested that the State’ s Department of Socid services (DSS) invedtigete the facility. The
DSS investigation resulted in OCS removed the children, placed them in a more appropriate placement,
and revoked the facilities license to operate. Thisfacility no longer exidts.

In FY 1999, incidents involving individuas with mental illness and severe emationd disturbance placed in
secluson and regtraint while in resdentia care and trestment facilities have recelved increased attention.
Exposes by the Hartford Courant and 60 Minutes focused nationd attention to these incidents and the
numerous fatalitiesresulting from poor quality care. In November 1999, DHHS OIG issued areport [A-
01-99-02500, the GAO issued smilar findingsin September 1999 after ng the adequacy of State
reporting systems to provide information on fatalities, injuries, use of secluson and rediraint, reports of
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abuse and neglect, and investigations of these incidents. Selected State P& A systems provided the OIG
with information on incidents of secluson and restraint, especidly those involving fatdities.

Funding levelsfor the past five fiscd years were asfollows

Funding ETEs
1996.....ccceiieiiens $19,850,000 —
1997....ooiiiiis 21,957,000 —
1998......coii 21,957,000 —
1999.....ciiis 22,949,000 —
2000........cccoiiinn 24,903,000 —

Rationale for Budget Request

The FY 2001 budget proposes $25,903,000, an increase of $1,000,000. This additiona funding will
serve a least 700 more individuas. This budget request will provide the 56 State P& A systems with the
financid resources needed to expand their capacity to investigate incidents of abuse, such as seclusion,
restraint and any fatalities resulting from such incidents, that occur in public and private resdential careand
treatment facilitiesfor individua swith menta illness, and to monitor thesefacilities, to protect and advocate
on their behdf againgt abuse, neglect and civil rights violations, and to ensure enforcement of the
Condgtitution, Federal and State laws and regulations on behdf of individudswith mentd illnessand severe
emotiond disturbance, especidly their capacity to investigate.
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Center for Mental Health Services

Protection & Advocacy Program

FY 2000 FY 2000
FY 1999 Pre-rescission Final FY 2001 Difference +/-
State or Territory Actual Appropriation Appropriation Estimate 2001 vs 2000 Final

Alabama.......cccovveveneinenne. $307,385 $335,174 $333,873 $347,280 $13,407

271,613 295,888 294,740 306,576 11,836

314,590 347,245 345,897 359,787 13,890

271,613 295,888 294,740 306,576 11,836
California.......ccceeercreniens 2,041,368 2,223,339 2,214,712 2,303,644 88,932

271,613 295,888 294,740 306,576 11,836

271,613 295,888 294,740 306,576 11,836

271,613 295,888 294,740 306,576 11,836

271,613 295,888 294,740 306,576 11,836

951,267 1,044,429 1,040,376 1,082,153 41,777
GEOMgia....coveeeiieeirererenenes 495,779 544,902 542,787 564,583 21,796
Hawaii......cooooveveeieeieiciens 271,613 295,888 294,740 306,576 11,836
1dah0.....ooeeiiie 271,613 295,888 294,740 306,576 11,836
HIN0IS. ..o 731,471 800,766 797,659 829,689 32,030
Indiana........ccceevrvencnnnnns 393,073 427,141 425,484 442,569 17,085
[OW&L. ..o, 271,613 295,888 294,740 306,576 11,836
Kansas........covevrievecreeniennnes 271,613 295,888 294,740 306,576 11,836
Kentucky... 280,610 304,235 303,054 315,223 12,169
Louisiana.......ccccevvevrneenne. 311,827 338,132 336,820 350,345 13,525
MaiNe.......ccoerieieienienieniens 271,613 295,888 294,740 306,576 11,836
Maryland........ccccoeeveeieennns 309,207 335,870 334,567 348,002 13,435
Massachusetts. . 358,432 386,931 385,430 400,906 15,476
Michigan........cccoovvneniennenn. 629,518 685,690 683,029 710,456 27,427
MinNESOtaL.......eevveeveenenn. 296,176 321,373 320,126 332,980 12,854
MiSSISSIPPI.cc.veeeeenireeieennen 271,613 295,888 294,740 306,576 11,836
MiSSOUT .. 359,193 391,204 389,686 405,334 15,648
MoONtanNa........ccovereeeeenneenne 271,613 295,888 294,740 306,576 11,836
Nebraska.........cccoovrvrrennene. 271,613 295,888 294,740 306,576 11,836
Nevada.........cceeeereeveeenenn. 271,613 295,888 294,740 306,576 11,836
New Hampshire... 271,613 295,888 294,740 306,576 11,836
NEeW JErsey......cocevvvervvervennne 463,140 502,844 500,893 521,006 20,113
New Mexico.......c.corveruenne. 271,613 295,888 294,740 306,576 11,836
NEeW YOrK......coevereercrennns 1,072,815 1,159,373 1,154,875 1,201,249 46,374
North Carolina.................. 500,214 547,988 545,862 567,781 21,919
North Dakota...........ccceueeee 271,613 295,888 294,740 306,576 11,836
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FY 2000 FY 2000
FY 1999 Pre-rescission Final FY 2001 Difference +/-
State or Territory Actual Appropriation Appropriation Estimate 2001 vs 2000 Final

(©]3TTo FOU RN 735,314 796,090 793,001 824,844 31,843
Oklahoma.........cccvervreruennae 271,613 295,888 294,740 306,576 11,836
OregoN....cceveeveeerreeseeienenne 271,613 295,888 294,740 306,576 11,836
Pennsylvania.........c..c.cc...... 768,827 826,662 823,455 856,521 33,066
Rhode Island.... 271,613 295,888 294,740 306,576 11,836
South Carolina 271,613 296,636 295,485 307,350 11,865
South Dakota... 271,613 295,888 294,740 306,576 11,836
Tennessee........ccoevrveeenenne 363,170 398,040 396,496 412,417 15,921
LG SO 1,299,717 1,417,013 1,411,514 1,468,194 56,680

271,613 295,888 294,740 306,576 11,836
Vermont........covevererererenenens 271,613 295,888 294,740 306,576 11,836
Virginia.....oooovvnnnneninenne 426,026 463,574 461,775 480,317 18,542
Washington...........ccceeeeue, 355,198 386,170 384,672 400,118 15,446
West Virginia.......c.cveee. 271,613 295,888 294,740 306,576 11,836
WIiSCONSIN.....coverviriiniiiciens 340,093 371,631 370,189 385,054 14,865
WYOMING.....coeovrereinienenn. 271,613 295,888 294,740 306,576 11,836
Puerto RiCO........ccccvvvvenvnne. 477,560 520,081 518,063 538,866 20,803
American Somoa............... 145,584 158,595 157,980 164,324 6,344
GUEM. ..o 145,584 158,595 157,980 164,324 6,344
North Marianalslands....... 145,584 158,595 157,980 164,324 6,344
Virginlslands..........c.coeue.. 145,584 158,595 157,980 164,324 6,344
Total, States & Territories 22,497,857 24,500,001 24,404,940 25,384,940 980,000
Set-ASide......ovreinee, 451,143 499,999 498,060 518,060 20,000
TOTAL P&A.....ccovinn $22,949,000 $25,000,000 $24,903,000 $25,903,000 $1,000,000
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B. CENTER FOR MENTAL HEALTH SERVICES
5. Projectsfor Assistancein Transition from Homelessness (PATH)

2000 2000
1999 Pre-rescission Find 2001 Increase or
Actud Appropriation Appropriation Request Decrease
BA .... $25,991,000 $31,000,000 $30,883,000 $35,883,000 +%$ 5,000,000
2001 Authorization
PHSA SeCtioN 535 (8) .+ .o v v v v et e e et e e e e e Expired

Purpose and Method of Operation

The Projects for Assistance in Transtion from Homelessness (PATH) program was established in FY
1991 to provide community support servicesto individuas with serious mentd illness who are homeless
or & risk of becoming homeless. Eligible services funded include: outreach; screening and diagnostic
trestment; habilitation and rehabilitation; community menta hedlth services, dcohol or drug treatment (for
individuds with serious mentd illness and co-occurring substance use disorders); staff training; case
management; supportive and supervisory services in resdentia settings, and referras for primary hedth
care, jobtraining, and education. Inaddition, to coordinating servicesand housing for thetarget population,
alimited set of housing services may be funded.

PATH dedegates to States respongbility to determine their own priorities from among the wide array of
eigible services. Under PATH, States are encouraged to devel op and implement outcome measures and
have consderable flexibility to determine goal's, objectives and outcomes. The PATH program requires
meatching funds of $1 to every $3 of federd funds. In 1998, State and local matching funds were about
twice as much as the required amount.

The PATH program contributes to, and benefits from, the CMHS Knowledge Development and
Application strategy. PATH funded programs serve both as sources and recipients of knowledge
concerning exemplary practicesin the ddivery of menta hedlth services for the homeless.

1999 2000 2001
Edimate Edimate Edimate Difference

Number of Persons Contacted 102,000 109,000 118,000 +9,000
Clients Served: Themost recent program dataindicatethat in FY 1998, 365 local agenciesand/or counties

received PATH funding. Adults in the age range 18-64 comprised 93 percent of the clients enrolled in
sarvices. Thirty three percent were African-American; 6 percent were of Hispanic origin. Clients
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recaiving PATH-funded services have some of the most disabling mental disorders. For the States
reporting diagnogtic information, the most common diagnoses were schizophrenia and other psychotic
disorders (43 percent), followed by affective disorders (35 percent). Fifty nine percent of clients served
had a co-occurring substance use disorder in addition to a serious mental illness,

Rationale for the Budget Request

The proposed funding for this program in FY 2001 is $35,883,000, an increase of $ 5,000,000 over the
FY 2000 fina appropriation. Asaresult of thisincrease, PATH providerswill fulfill the following PATH
GPRA godls. (1) contact atotal of 118,000 persons, targeting outreach and other services to those most
inneed; (2) maintain at theleve of at least 33%, the percentage of persons contacted who becomeenrolled
clients, even though these personswill be more difficult to engage, and; (3) maintain at the leve of at least
80 percent, the percentage of participating agencies that offer outreach services.

PATH funded programs will improve drategies in outreach and service ddivery through the adoption of
exemplary practices and PATH-specific outcome measures. CMHSwill continueto work with Statesto
implement evidence-based practices in loca communities to reduce the level of homelessness among
persons with mentd illness.
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Center for Mental Health Services
PATH Program

FY 2000 FY 2000 Difference +/-
FY 1999 Pre-rescission Final FY 2001 2001 vs
Stateor Territory Actual Appropriation Appropriation Estimate 2000 Current

$300,000 $300,000 $300,000 $344,000 $44,000

300,000 300,000 300,000 300,000

314,000 409,000 407,000 497,000 90,000

300,000 300,000 300,000 300,000

3,015,000 3,920,000 3,900,000 4,765,000 865,000

Colorado...........ooovviviiinniinnnns 300,000 366,000 364,000 445,000 81,000
COoNNECLICUL......vvvveiieeiiiiiiinee 300,000 378,000 376,000 460,000 84,000
Delaware.........ccoeeevnirieennnnn. 300,000 300,000 300,000 300,000
District of Columbia.............. 300,000 300,000 300,000 300,000
Florida........coveviniiiiiieciieee 1,205,000 1,567,000 1,559,000 1,904,000 345,000
GEOMGIA e vvieeiiiieeiiiiee i, 386,000 502,000 499,000 610,000 111,000
Hawaii......cccoovveiiieeeiiicciieee 300,000 300,000 300,000 300,000
1dah0....cveeeiiii 300,000 300,000 300,000 300,000
HINOIS. ..o 1,004,000 1,305,000 1,298,000 1,587,000 289,000
Indiana......ccceevvieeiiiiiiiiiine, 319,000 415,000 412,000 504,000 92,000
TOW@ . eiiiiiiiiiiiceee e, 300,000 300,000 300,000 300,000
KanSsas........cooovveveenniniieeennnns 300,000 300,000 300,000 300,000
Kentucky.......coovvvriviiennnnnn, 300,000 300,000 300,000 300,000
LouiSiana........cuvveeennnieneeanns 300,000 343,000 341,000 417,000 76,000
MaINE.....ceiiirieeiiiieeeiiee e 300,000 300,000 300,000 300,000
Maryland.........coooouvvieieinnnnnns 424,000 551,000 548,000 670,000 122,000
Massachusetts............ccoceeeee 560,000 728,000 724,000 885,000 161,000
Michigan.......ccccconniiiiiiennnnn, 688,000 895,000 890,000 1,088,000 198,000
Minnesota...........covuvvvevninnnnnn, 300,000 365,000 363,000 444,000 81,000
IS ST o] o P 300,000 300,000 300,000 300,000
MISSOU ..ccvvviiiiiieiieeeeiiiiec, 329,000 428,000 426,000 521,000 95,000
Montana.........ccceveeeeeeniiinnnnn. 300,000 300,000 300,000 300,000
Nebraska..........coovvreeiniinnneenn. 300,000 300,000 300,000 300,000
Nevada........cooveeiriiniiieeininn, 300,000 300,000 300,000 300,000
New Hampshire..................... 300,000 300,000 300,000 300,000
NeW JErsey......cccveereeeeeenannnns 785,000 1,021,000 1,015,000 1,241,000 226,000
New MexXiCo........ccuvveeereennnnn, 300,000 300,000 300,000 300,000
New YOork......ccooouveeriiieiennnn, 1,671,000 2,173,000 2,162,000 2,641,000 479,000
North Carolina............ccoeeee... 300,000 387,000 385,000 470,000 85,000

North Dakota................c...... 300,000 300,000 300,000 300,000 ---
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FY 2000 FY 2000 Difference +/-
FY 1999 Pre-rescission Final FY 2001 2001 vs
Stateor Territory Actual Appropriation Appropriation Estimate 2000 Current

ORNi0...eiiiiiiiieie e 788,000 1,025,000 1,019,000 1,246,000 227,000
Oklahoma...........ccooevvviiniiiiins 300,000 300,000 300,000 300,000
OregoN.....eeuviiiiiiieeeeeee s 300,000 300,000 300,000 300,000
Pennsylvania.................cccoe. 853,000 1,110,000 1,104,000 1,349,000 245,000
Rhode Island 300,000 300,000 300,000 300,000
South Carolina..............ceennn, 300,000 300,000 300,000 300,000
South Dakota........................ 300,000 300,000 300,000 300,000
TEenNEesSee.........ccevvvveeeerinnnnnn. 300,000 341,000 340,000 415,000 75,000
TEX8S..iiiiiinriiiee e 1,346,000 1,751,000 1,742,000 2,128,000 386,000

300,000 300,000 300,000 300,000
Vermont........ccoeeeeeeeennniinnnnn. 300,000 300,000 300,000 300,000
Virginia....ooccooeeveveeenniiieee, 453,000 590,000 586,000 717,000 131,000
Washington..........cccccceeenniiie 381,000 495,000 492,000 602,000 110,000
West Virginia........cccoeevveennee 300,000 300,000 300,000 300,000
WisSCONSIN.......coevvviiiiiiiiiiiiinn, 300,000 379,000 377,000 461,000 84,000
WYOMING......ccoovvviiiiiiiiiiinnnnn. 300,000 300,000 300,000 300,000
Puerto RiCO..........covvvveiieennnn. 300,000 327,000 325,000 398,000 73,000
American Somoa................... 50,000 50,000 50,000 50,000
GUAM.....eiiieeeeee e 50,000 50,000 50,000 50,000
North Mariana lslands.......... 50,000 50,000 50,000 50,000
Virgin Islands.........ccccccevvennns 50,000 50,000 50,000 50,000
Total, States & Territories... 25,221,000 30,071,000 29,954,000 34,809,000 4,855,000
Set-Aside........covveviiiiiiiiiiiiiins 770,000 929,000 929,000 1,074,000 145,000
TOTAL, PATH.....ccoviiie $25,991,000 $31,000,000 $30,883,000 $35,883,000 $5,000,000
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B. CENTER FOR MENTAL HEALTH SERVICES
6. Block Grant for Community Mental Health Services

2000 2000
1999 Pre-rescission Find 2001 Increase or
Actud Appropriation Appropriation Request Decrease

BA ...$288,816,000 $356,000,000  $356,000,000  $416,000,000 +$ 60,000,000
FTES........... 11 17 17 17 ----

2001 Authorization
Menta Hedth Block Grant . . ... e e Expired

Purpose and Method of Operation

The Block Grant for Community Mental Hedlth Services supports the development of comprehensive
community-based systems of care for adults with serious mentd illness (SMI) and children with serious
emotiona disturbance (SED). Formula grants are awarded to States and Territories in response to an
gpplication and implementation report on prior fiscal year activities. Applications are devel oped with the
involvement of State menta health planning councils and must include goals, objectives and performance
indicators. The Menta Hedth Block Grant (MHBG) has consstently served as a catalyst and provided
the impetus for States to develop community-based systems of care and dramatically reduce the use of
State psychiatric hospitd care. Thegod of the (MHBG) program isto move the locus of care for adults
with SMI and children with SED from costly and redtrictive inpatient hospital care to communities where
they can receive the necessary trestment and supports to live salf-fulfilling, productive lives.

The MHBG targets the following populations for community-based services:
C Adults with serious mentd illness who:

C have a history of repeated psychiatric hospitaizations or repeated use of intensive
community Services, or

C have co-occurring substance abuse disorders and menta illness; or
C have a history of interactions with the crimind judtice system; or
C are currently homeless.
C Children with serious emotiona disturbance who:
C are a risk of out-of-home placement; or

C have co-occurring substance abuse disorders and emotiond disturbance; or
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C as aresult of their disorder are a high risk for the following significant adverse outcomes:
attempted suicide; parenta rinquishment of custody; a brush with the law; behavior
dangerous to sdf or others; running away or being homeless.

1999 2000 2001
Edimate Edimate Edimate Difference

Number of Persons Served 160,000 195,000 230,000 +35,000

State and locd governmentstraditionaly have been the mgjor payersfor public mental hedth servicesand
this remains the case today. The Mentd Hedlth Block Grant serves as a flexible and sgnificant funding
source that the States use to promote community-based services.

Funding levelsfor the padt five fiscd years were as follows:

Funding ETEs
1996.......ccoiiiiiins $275,420,000 11
1997....oiiiiiie 275,420,000 11
1998......cciiiis 275,420,000 11
1999......o, 288,816,000 11
2000.......cccieeirinnns 356,000,000 17

For thefird time, thereare now prevalenceratesby State for adultswith SMI and children with SED. The
CMHS provided the States in its FY 1999 application a menu of illudrative performance indicators and
core outcome measures for States to usein the development of their State mental hedlth plans. Thismenu
was a precursor to the 28 indicators studied in the Five State Feasibility Study which were later refined by
the Nationa Association of State Menta Health Program Directors President’ s Task For on Performance
Indicators.

In the FY 1999 Implementation Report, 27 States, or 54% did not report on the core measures or were
uncble to provide data on them. A totd of 23 (46%) of the States provided data provided data on one
or more of the core measures. Three of the States, or 6%, reported on al six of the core measures,
however only 16% of the Stateswere ableto report on four or more of them. Thelargest number of States
(9) reported data on two of the Six core measures.
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Data Elements Used to Calculate State Allotments

FY 2000: The Congressiona agppropriation language specified that “...the amount of the dlotment of a
State under section 1911 shdl not belessthan the amount the State received under Section 1911 for fiscal
year 1998." Thefactors and their data sources used to caculate the alotmentsin the FY 2000 table are:

Tota Persond Income (TPI) - Bureau of Economic Analysis, Department of Commerce, downloaded
fromBEA web stehttp: //www.bea.doc.gov/bea/dr/spitbl-d.htm#tabl e2 - Table2, Persona Income
by State and Region, 1993-1997, release date 9/14/98, also avalable from
http: //www.bea.doc.gov/bea/ar 1098renvtablel.htm.

Resident Population - Bureau of the Census, Department of Commerce, downloaded from Census
web site, text file AG9797.txt, 1990-t0-1997 Annuad Time Series of Population Estimatesby Ageand
Sex, By Single Year of Age and Sex, public release date 7/21/98. Census website is
http: //www.census.gov/popul ation/estimates/state/stats/ag9797.txt. (data as of 7/1/97).

Totd Taxable Resources (TTR) - Office of Economic Policy, Department of the Treasury, provided
directly to OASviae-mail, filename NM98EST .wk4, rel ease date 9/30/98, Tota Taxable Resources,
1994-1996.

Population data for the territories based on 1990 Census Data except Micronesia and the Marshall
Idands. Populationdatafor Micronesiaand the Marshall Idands are based on 1980 census data and
the averagerate of population change from the 1980 to the 1990 census. Because Micronesiaand the
Marshdl 1dands had entered into a Compact of Free Association with the United States, they were
no longer considered territories in 1990 and therefore were not included in the 1990 census.

A Cogt of Services Factor which includes the following: Fair Market Rents for the Section 8 Housing
Assistance Payments Program— Fisca year 1997, from the U.S. Department of Housing and Urban
Development, Federal Register, September 20, 1996, Vol. 61, No. 184, pages 49576-49635, from
website http: //www.hud.gov and thenftp@ftp.aspemsys.com. 1990 Censusmean hourly wagesfor
selected industries and occupations (Specid datafile prepared by the Bureau of the Census) updated
usng the percent change for HCFA mean hourly hospital wages (unadjusted) for FY 1990 (from a
specia datafile prepared by the Hedth Care Financing Adminigtration) and FY 1993 hourly hospita
wages developed from the FY 1997 HCFA Hospitd Inpatient Prospective Payment System Wage
Rates [published in the Federal Register, August 30, 1996, Vol. 61, Number 170, pages 46165

46215 with corrected data published in the Federal Register December 19, 1996, Vol. 61, Number
245, pages 66919-66923] inthe HCFA public usefile“HCFA Hospitd Wage Index Survey File’ of
Hospitd Inpatient Prospective Payment System FY 1997 Rates downloaded from website
http: //www.hcfa.gov/stats/pufiles.htm and corrected per the December 1996 revisions.
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FY 2001: Thefactors and their data sources used to caculate the dlotments in the FY 2001 table are:

C Total Persond Income(TP!) - Bureau of Economic Anadysis, Department of Commerce, downloaded
from BEA web ste http://www.bea.doc.gov/bealregional/spi/summary.htm State Persona Income,
1994-1998, release date 7/27/1999.

C Resdent Population - Bureau of the Census, Department of Commerce, downloaded from Census
webgite, text file AG9898.txt, Population Estimatesfor the U.S. and Statesby Single Y ear of Ageand
Sex: July 1, 1998, public release date 6/15/1999. Census web site is

http://mwww.census.gov/popul ation/estimates/state/stats/.

C Totd Taxable Resources (TTR) - Office of Economic Policy, Department of the Treasury, provided
directly to OAS via email, filename NM99EST.wk4, release date 9/30/1999, Totd Taxable
Resources, 1995-1997, now aso available on the Treasury web site http://www.treas.govi/itr.

C Population data for the territories based on 1990 Census Data except Micronesia and the Marshall
Idands. Population data for Micronesia and the Marshall Idands are based on 1980 census dataand
the averagerate of population change from the 1980 to the 1990 census. Because Micronesiaand the
Marshall 1Idands had entered into a Compact of Free Association with the United States, they were
no longer considered territories in 1990 and therefore were not included in the 1990 census.

C A Cogof ServicesIndex Factor, updated for thisfiscal year under athree-year periodic update, which
includes the following:

Fair Market Rents for the Section 8 Housing Assistance Payments Program — Fisca

Y ear 2000, downloaded from the HUD web site http:/mww.huduser.org/datassts/fmr:

(& fmr2000f.dbf, dbase file, released 10/1/99, created 9/23/99 (dbase is the only
meachine-readable format in which the raw dataare offered); (b) fmr2000f.txt, text file,

FMR data record layout and file description, released 10/1/99, created 9/27/99; ()
2000f_pre.doc, Wordfile,Federal Register preambleof theFY 2000 FM R calcul ations,
released 10/1/99; and (d) fmrover.wp, WordPerfect version of the Federal Register
preamble.

Metropolitan Areas, 1999, released by the Office of Management and Budget 6/30/99,
filename M SA99.pdf; used by HUD in development of FMR rates.

Changes in Metropolitan Aress as Defined by the Office of Management and Budget Since
June 30, 1999, filename MAUPDATE.txt, released 6/30/99, Bureau of the Census.

1990 Census mean hourly wages for selected industries and occupations (specid data
file prepared by the Bureau of the Census) updated using the percent changefor HCFA
meanhourly hospital wages (unadjusted) for FY 1990 (from aspecid datafile prepared
by the Hedlth Care Financing Administration) and FY 1996 hourly hospital wages
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developed from data collected for the establishment of FY 2000 HCFA Hospita
Inpatient Prospective Payment System Wage Rates, collected from the HCFA Internet
web ste http://mwww.hcfagov/stats/pufiles, publicdly avalable on August 17, 1999.
Both executable and zip versons of the data file WAGEDATA.F96 were available on
the web steas 1.2 MB sdf-extracting fileswhich decompressed to a5 MB fixed length
(i.e. “flat”) ASCII file congsting of 5,038 records (one record for each unique facility
reporting to HCFA) - the executable version was downloaded and decompressed.
Also downloaded was the file for the data record layout (WDF2000), which was
avalable in severd formats. Guidance was dso provided by HCFA regarding relevant
changes which occurred in reporting format between the FY 1997 and FY 2000
hospital wage data rel eases.

Rationale for the Budget Request

The FY 2001 budget proposes an increase of $60 million, for atotal of $416 million. Each State and
Territory will receive an increase over its FY 2000 alotment to improve community-based mental hedlth
sarvices. Thisincreasewill provide servicesto gpproximately 35,000 additiond clients per year for atota
of 230,000 clients. These figures are based on the average claimant costs for ambulatory care of $1,718

per client per year.

The severity of gaps in the community based systems of care for persons with SMI was brought to the
forefront in 1999 with the recent Supreme Court decisionin Olmstead v. L.C., 119 S. Ct. 2176 (1999).
Inthisruling the Supreme Court interpreted Title 11 of the Americanswith Disabilities Act and determined
that the unnecessary segregation of personsin state psychiatric facilitiesand other long term care programs
condtitutes discrimination. The Olmstead case was brought by two Georgia women whose disabilities
included menta retardation and mentd illness. At thetimethesuit wasfiled, both plaintiffslivedin State-run
inditutions, despitethefact their treatment professi onad shad determined they could beappropriately served
incommunity seitings. The plaintiffs asserted thet continued indtitutiondization wasaviolaion of ther rights
under the ADA to live in the most integrated setting gppropriate.

Under the Court’s decision, States are required to provide community-based services for persons with
disabilities who would otherwise be entitled to indtitutional services when: (a) the State’s treatment
professonds reasonably determine that such placement is appropriate; (b) the affected persons do not
oppose such treatment; and (c) the placement can be reasonably accommodated, taking into account the
resources available to the State and the needs of others who are receiving State-supported disability
services.

Olmgtead is a serious challenge to States to prevent and correct ingppropriate ingditutiondization and to
review intake and admissions processes to assure that persons with disabilities are served in the most
integrated setting appropriate. Olmstead obliges Statesto administer their services programsand activities
in the most integrated setting appropriate to the needs of qudified individuas with disabilities.
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A $60 million increase to the Menta Hedth Block Grant Program is expected to be critica in enabling
State mentd hedth authoritiesto sgnificantly influence efforts to reorganize hedth care ddivery sysemsto
ensure sufficient access to quaity menta hedlth care for under served populaions. Theincreasewill help
States' youth violenceabatement programs, jail diversion programsfor youth, post-incarceration and post-
hospitalization community service programs, and community-based suicide prevention programsfor youth
and thedderly. Thisincreasewill permit States and communities to focus on the gaps between needs and
services, such as case management or school-based servicesfor personswho do not meet the criteriafor
other funding streams, yet for whom services would prevent suffering and increased expenditures at later
points of entry for care. States will be better equipped to respond to mental health needs of persons
moving from welfareto work asaresult of welfare reform legidation and to co-occurring disordersamong
individuas with menta hedlth and substance abuse problems.

By dtatute, 5% of the MHBG may be set-aside to gather data, provide technica assstance, and evauate
the program. These funds ensure accountability and promote data-based qudity improvement. CMHS
has worked with States to build their mental health data infrastructures so that they can report uniform
process and outcome information about services supported by the block grant.  Significant progress has
been made through a 16-State pilot study. Much work istill needed. For example, only 27 States have
public mental hedlth data systems that can provide unduplicated counts of clients served. In FY 2001,
CMHS will work with dl of the States to improve their performance and outcome monitoring systems.

The MHBG set-aside adso is used to furnish States with the technica assistance they need to bolster and
support their community mental hedth syslems. CMHS continuesto meet Statesinformation and technical
assistance needsin such areas as.

C developing management information systems;

C implementing systems of managed care;

C targeting individuas with co-occurring substance abuse disorders and mentd illness for
SEViCes,

grengthening State mental hedth planning and advisory coundils,

trangition planning for adults and adolescents,

providing outreach to youth in the juvenile justice system;

expanson of sarvicesto the ederly;

collecting data; and

providing saervices in a culturaly competent manner.

DO O OO OO
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Center for Mental Health Services
Mental Health Block Grant Program

FY 2000 FY 2000 Difference +/-

FY 1999 Pre-rescission Final FY 2001 2001 vs
Stateor Territory Actual Appropriation Appropriation Estimate 2000 Current
Alabama.........ccccvvviieeiiiinn, $3,971,612 $5,247,803 $5,247,803 $6,161,478 $913,675
588,437 715,829 715,829 755,639 39,810
4,579,039 5,734,460 5,734,460 6,593,961 859,501
2,316,177 2,985,186 2,985,186 3,573,035 587,849
California.....cccccceeeviiiiinnnnen, 35,155,183 46,170,018 46,170,018 54,132,223 7,962,205
Colorado.........cccevvvvvireeininenn. 3,750,325 4,313,213 4,313,213 5,045,653 732,440
CoNNECLICUL......vvveeeeeeiaiiiiies 3,241,039 3,994,050 3,994,050 4,530,053 536,003
Delaware.........ccvveeiniveeennnnn. 730,894 801,763 801,763 934,591 132,828
District of Columbia.............. 596,523 720,407 720,407 822,386 101,979
Florida........oovveiiinieiniieciieeee 15,386,850 20,004,734 20,004,734 23,963,730 3,958,996
(C1=ToTdo - HTRTRTTURRTRRN 7,389,430 9,664,928 9,664,928 11,802,506 2,137,578
Hawaii......cooovveviiiiieeeiiiiien 1,243,596 1,494,983 1,494,983 1,666,465 171,482
1dah0...ceveicieei 1,070,863 1,378,861 1,378,861 1,666,513 287,652
HINOIS....cooiiiiiiiiiiiiis 11,194,433 13,451,179 13,451,179 16,094,219 2,643,040
Indiana......ccceeveveeeeiiiiiiiee, 6,332,808 7,019,264 7,019,264 8,142,032 1,122,768
TOWAL ..o, 2,740,750 3,071,528 3,071,528 3,553,657 482,129
KanSas........cooovveeeenniiiieeennnns 2,374,949 2,767,226 2,767,226 3,242,305 475,079
Kentucky.......ccoovvvieiicinninnn, 3,733,632 4,836,151 4,836,151 5,624,157 788,006
LoUiSIana.......cvvveeeeiiiiieeenas 4,376,363 5,289,531 5,289,531 6,044,284 754,753
MaiNE.....ccoiiiieeiiiieee e 1,265,584 1,500,026 1,500,026 1,745,490 245,464
Maryland.........ccooouvvieieenannns 5,707,845 6,951,146 6,951,146 8,304,602 1,353,456
Massachusetts...................... 6,360,517 7,488,782 7,488,782 8,362,970 874,188
Michigan........ccoooiiiniiiiiiinns 10,771,969 11,633,936 11,633,936 13,151,790 1,517,854
Minnesota...........covuvvvivninnnnnn, 4,438,360 4,895,304 4,895,304 5,773,010 877,706
IS ST o] o 2,531,443 3,277,046 3,277,046 3,827,346 550,300
MiSSOUM ..o, 4,797,839 5,864,082 5,864,082 6,822,133 958,051
Montana.........cceeeeeeeiniinnnnen. 873,926 1,028,398 1,028,398 1,202,030 173,632
Nebraska..........coovvveeeiniinnneenn, 1,367,377 1,727,251 1,727,251 1,992,117 264,866
Nevada........coovveiriiinieeeininen. 1,689,409 2,185,130 2,185,130 2,730,375 545,245
New Hampshire..................... 1,154,144 1,279,932 1,279,932 1,434,964 155,032
NeW JErseY.....ccccuveereeeeeanannnns 8,107,027 10,302,377 10,302,377 11,997,425 1,695,048
New MexXiCo........cccuvveeeeeennnne. 1,490,170 1,872,498 1,872,498 2,160,578 288,080
New YOork......ccooouveeriiieiennnnn. 18,640,661 23,765,183 23,765,183 27,988,488 4,223,305
North Carolina............ccoeeene... 6,498,831 8,483,792 8,483,792 9,855,277 1,371,485

North Dakota..............ccceeenn. 579,458 735,029 735,029 845,712 110,683



Center for Mental Health Services
Mental Health Block Grant Program

FY 2000 FY 2000 Difference +/-

FY 1999 Pre-rescission Final FY 2001 2001 vs
Stateor Territory Actual Appropriation Appropriation Estimate 2000 Current
Ohi0....ovviiiiiiiecci 12,772,348 12,845,283 12,845,283 14,884,411 2,039,128
Oklahoma...........cccceeeee.. 3,049,628 3,896,203 3,896,203 4,552,774 656,571
Oregon........uvveveeeeeeeeeennn 3,228,481 3,741,020 3,741,020 4,231,845 490,825
Pennsylvania................. 12,024,336 14,411,620 14,411,620 16,276,628 1,865,008
Rhode Island................. 1,013,252 1,284,233 1,284,233 1,442,314 158,081
South Carolina.............. 3,451,050 4,493,573 4,493,573 5,359,600 866,027
South Dakota................ 611,875 779,348 779,348 891,414 112,066
Tennessee...........cccuevee. 4,896,610 6,404,231 6,404,231 7,869,667 1,465,436
TeXAS..eieeivieeiiiieeiiieees 19,588,185 25,320,364 25,320,364 29,068,355 3,747,991
Utah. ..o 1,654,986 2,205,056 2,205,056 2,641,978 436,922
Vermont........coceeeeennnnee. 611,017 688,670 688,670 808,330 119,660
Virginia.....occcooveveieennnnns 6,982,802 8,918,079 8,918,079 10,559,779 1,641,700
Washington................... 6,001,118 7,139,921 7,139,921 8,446,027 1,306,106
West Virginia................ 1,941,957 2,246,329 2,246,329 2,605,777 359,448
Wisconsin.........ccceeeeeen 5,001,980 5,692,136 5,692,136 6,620,278 928,142
Wyoming........ccceevvveeen. 382,485 409,908 409,908 469,625 59,717
Puerto Rico.........cccceenes 3,570,111 4,425,283 4,425,283 5,178,541 753,258
American Somoa........... 50,000 58,768 58,768 68,772 10,004
GUAM.....evieiiieeiiee e 134,969 167,300 167,300 195,777 28,477
Marshall Islands............ 50,000 56,208 56,208 65,775 9,567
Micronesia..........c.c....... 107,349 133,062 133,062 155,712 22,650
50,000 54,461 54,461 63,731 9,270
50,000 50,000 50,000 50,000 0
Virgin Islands.... 103,199 127,918 127,918 149,692 21,774
Total, States & Territories. 274,375,201 338,200,000 338,200,000 395,200,000 57,000,000
Set-Aside......cccccoeevninnn 14,440,799 17,800,000 17,800,000 20,800,000 3,000,000
TOTAL, MHBG............ $288,816,000 $356,000,000 $356,000,000 $416,000,000 $60,000,000
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C. Center for Substance Abuse Prevention

Overview
2000 2000 Increase
1999 Pre-rescission Final 2001 or
Actual Appropriation Appropriation Esiimate Decr ease
BA ........ $479,800,000 $467,305,000 $466,824,000 $468,429,000 +%$1,605,000

As the primary federal agency responsible for substance abuse prevention, CSAP s godl is to reduce
substance abuse acrossthisnation. CSAP sunique nicheisserving asthe bridge from research to practice
though: 1) Knowledge Development or field-testing evidence-based approaches to see if they remain
effective with diverse populations and implemented under readl world conditions, and 2) Knowledge
Application or developing user-friendly and culturaly-appropriate dissemination materias, technica
assistance and training programsto increase the capacity of Statesand communitiesto adopt these effective
prevention programs. CSAP s High Risk Youth program dedi cates knowledge devel opment resources
to field testing research-based programs among specific popul ations of youth who are at increased risk of
substance abuse. Through partnership efforts with other Federd agencies, States, and communities, the
Targeted Capacity Expansion (TCE) program addressesemerging needsfor drug abuse prevention, and
improvesthe accessibility and qudity of prevention services. The 20 percent prevention component of the
Substance Abuse Block Grant isthe primary source of state prevention program support.

Substance abuse is a serious public hedth problem costing taxpayers $246 billion or about $1,000 per
person annudly. |f you add tobacco, the cost rises to $428 hillion. Substance abuse is related to many
hedlth problems (e.g., violence and aggression, teenage pregnancies, fetal a cohol and drug syndrome, car
crashes, HIV/AIDS, accidenta injuries, depression, and suicide). The most cost-effective way to reduce
these high persond and economic lossesis by preventing them.

Substance abuse prevention is a key component of acomprehensive hedlth strategy. Onceapersonisa
drug abuser, sgnificant damage hasa ready occurred which could have been avoided by providing science-
based positive youth development, family strengthening and community mobilization programs. The U.S.
Census Bureau projects a 21% increase in the number of youth aged 12-20 or 6.5 million more young
people over thenext 15 years. Early childhood and adolescenceisthe most vulnerable agefor alcohol and
drug initiation and abuse. Hence, investment in primary prevention remainsafederd priority. If wedo not
have an immediate 50% reduction in the initiation rate of acohol and drug use and the rate of initiation
remans the same, the demand for treatment will increase by 57% in the next 15 years. Reducing the
initiation rate is essentid in any comprehensive effort to close the trestment gap.
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Drug abusein youthistill a unacceptably high levels. Adolescent drug use rose from 5.3 percent monthly
use a its lowest point in 1992 to a high of 11.4 percent in 1997. The SAMHSA Household Survey
suggests aleveing off or adecrease in 1998 and the Monitoring the Future Study released in December
1999 suggeststhis downward trend is continuing (MTF shows a2 year declineamong 8" graders). While
thisis good news it does not mean that we can relax our focus on prevention. We must continue to strive
toward the Nationa Drug Control Strategy goal to reduce initiation rates by 2007.

Asrecently asfiveyearsago, only avery few effective prevention strategies had been identified. Sincethat
time, new prevention strategies have been identified as being effective in preventing, reducing, or ddaying
the onset of substance abuse. Effective prevention programsinclude behaviord parent training, family and
children’s skills training, mentoring and tutoring, school climate change, after school programs, policy
changes, community coditions, and others. They work not only to reduce tobacco, a cohol and drug abuse
in youth, but dso to improve developmenta outcomes and mentd hedlth.

We have aso learned some prevention gpproaches do not work. Drug education alone does not work
without behavior changes promoted through socid and life kills training programs. Behaviord parent
training, family skillstraining, family thergpy, and in-home family support programs are highly effective. A
recent meta-analyss commissioned by CSAPfound that family strengthening programswere 9 times more
powerful in reducing the risks for drug abuse than the most powerful school-based programs.

CSAP efforts are critical to the dissemination of effective prevention programs developed by SAMHSA
and NIH research grants. Through rigorous evauation of CSAP programs and collaboration with NIH,
we have identified anumber of effective prevention programs. CSAP has conducted the cross-site field-
tridsto seeif they sill work with diverse populations and reduced experimental control; and CSAP and
other federa and state agencies have disseminated these effective prevention programs. We haveincluded
a number of effective CSAP prevention programs within a Nationa Registry of Effective Prevention
Programs. The 25 State Incentive Grant (SIG) states must use 85 percent of their grant funds to expand
the use of evidence-based prevention programsin communities. Further, dl grantees in the Community-
Initiated and Family Strengthening grant programs must identify, culturaly-adapt, implement and evauate
only evidence-based prevention programs.

The value of CSAP s program agenda is supported by the following points:

. CSAP's Prevention Programs Reduce Substance Abuse.  All of CSAP scross-sitestudies
have produced postive results and va uable lessonslearned. TheCommunity Partner ship Grant
Program implemented in 251 communities reduced the rates of dcohol and drug use in both
adolescent and adult maes. This year we found through cross-site analyses of 49 grants that
overdl our High Risk Youth Program grants were effective in reducing substance use in
adolescent boys (see following accomplishment description). More work is required to identify
and disseminate gender-relevant prevention gpproaches. Those for girls need to be more family-
focused rather than the socid and recreationa skills training approaches found effective for boys.
Hence, we are now seeing progress and must continue fiel d-testing and disseminating evidence-
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based approachesthrough CSAP s Knowledge Development (KD) cross-site community studies
and CSAP's Knowledge Application (KA) systems.

CSAP s Prevention Programs Also Reduce Aggression, Violence, Depression, Suicide,
and School Failure. The High Risk Y outh program has shown that precursors of drug use can be
prevented. CSAP has proven solutions that need to be disseminated to reduce school and
community violence. Every cross-dte prevention study that CSAP has completed has
demongtrated positive reductions in the precursors of drug use--youth aggression, violence, and
mental health problems. CSAP'sHigh Risk Youth, Community Partner shipand Devel opmental
Predictor Variable cross-ste evaluations al demongtrate that CSAP-funded substance abuse
prevention strategies are aso effective in reducing conduct disorders and aggression, depression,
school falure, and family conflict while improving school bonding, cooperation, and academic
performance.

CSAP's Programs Identify and Promote Effective Prevention Practicess. CSAP
sysematicaly reviewsand eva uatescommunity-based substance abuse prevention programs. We
have identified seven exemplary prevention programs from our High Risk Y outh grant portfolio as
wdl as other NIH and state prevention programs.  These evidence-based programs are being
disseminated widdy in Here’ s Proof Prevention Works kit through the Nationa Clearinghousefor
Alcohal and Drug Information (NCADI), through six regiond training centers (CAPTS), and
partnerships with national organizations like the Nationd Association of Elementary School
Principds, Boys and Girls Clubs and the Nationd Civic Alliance of nationad service clubs such as
the Lions, Rotary, Elks, 100 Black Men, and faith communities.

CSAP Programs Improve the Quality of Prevention Services. By the end of FY 2000,
CSAP SIG program will have funded hdf of dl the States for $2 to 3 million dallars each with a
mandateto use 85% of grant fundsfor implementing science-based programs. CSAP'ssix regiond
Centers for the Application of Prevention Technologies (CAPTs) work with communities to
providetechnica assisanceand trainingin sdecting andimplementing thebest prevention programs
to meet their loca needs. CSAP provides leadership from the six regional CAPTSs to the
ONDCP/Department of Justice's Drug Free Communities grantees through training in identifying
and implementing best prevention practices. Improving the quaity of prevention services offered
throughout the Nation will improve prevention service effectiveness and outcomes and reduce
substance abuse.

CSAP Programsl mprovetheAvailability of Prevention Services. The State Incentive Grant
(SIG) program requires states to mobilize al state and community stakeholders to develop a
comprehengve state plan, to coordinate and leverage many different prevention funding streams,
and to implement and evad uate evidence-based prevention approaches that are coordinated and
match local needs assessments. This SIG grant program has reduced services duplication and
resulted in more cost-€effective and cogt-efficient alocation of prevention resources. The outcome
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is greater availability of quality programs reaching a greater number of individuasin need of these
services.

. CSAP ProgramsBuild Stronger Feder al/State/L ocal Partner ships. CSAPistaking thelead
in promoting partnerships among public and private agencies to build a more effective Nationd
Prevention System. CSAP partners with other Federal agencies to support: 1) States in gaining
maximum benefit from their prevention expenditures, including the 20% prevention set asde within
the Substance Abuse Prevention and Treatment Block Grant; and 2) local communities in
accessing and applying science-based practices. A Nationa Substance Abuse Prevention
Framework was created last March by the 500 delegates attending CSAP sNationa Prevention
Congress. Itincludesthetwo mgor prevention god sfrom the White House Nationa Drug Control
Strategy and 30 new prevention objectives based on what additional knowledge is needed to
reduce drug useinthiscountry. Thisframework isbeing used by statesand CSAPto develop their
own coordinated drategic plans. Communities are registering on a dedicated web sSite ther
activitiesunder each of the 30 objectivesto create anationa action plan for prevention and annua
report card on accomplishments. A process for voluntary reporting on CSAP s Core Outcome
Measures and Minimum Data Set process measuresis aso being devel oped.

. CSAP Programs Support National Demand Reduction Goals. CSAP programmatic efforts
aredirectly in support of the President’ sNationa Drug Control Strategy (NDCYS). Predominantly
addressingthe NDCS Goal 1, Educate and enable America’ s youth to reject illegal drugs as
well as alcohol and tobacco, CSAP efforts focus on impact targets relating to reducing the
prevalence of past month use of illegd drugs and acohol among youth by 20 percent by 2002 and
by 50 percent by 2007 and to increasing the average age for first time drug use by 12 months by
2002 and by 36 months by 2007. CSAP programs aso contribute to NDCS Goa 3, Objective
2, which isto promote national adoption of drug-free workplace programs that emphasize
a comprehensive program that includes. drug testing, education, prevention, and
intervention.

FY 2001 Agenda

The FY 2001 budget reflects CSAP scommitment in moving the substance abuse prevention field forward
in the 21% century. The Center’ s program portfolio continuesto build on the strengths of current and past
cross-ste KDA evauations to identify effective practices while our TCE programs promote
implementation of these best practices and address critical prevention capacity needs of States and
communities. Within the budget request, CSAP will continue al ongoing KDA efforts, and add severa
new projectsto our sanding Community Initiated I ntervention and Strengthening Familiesgrantsprograms.

In the area of Knowledge Application, CSAP will continue the Nationa Clearinghouse on Alcohol and
Drug Information and public education efforts. CSAP will aso begin efforts to develop a Prevention
Decision Support System (PDSS) to disseminate evidence-based prevention intervention programsonthe
internet. CSAP's National Center for the Advancement of Prevention (NCAP) will continue its
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identification of modd programs through the Nationa Registry of Effective Prevention Programs, and will
disseminate effective programs through its 40-plus State of the Science Papers and Annua Review of the
Status of Substance Abuse Prevention.

Within its Targeted Capacity program, CSAP will support approximately 14-16 new State Incentive
Grants increasing the totd of Statesreceiving SIG awards to approximately 39-41 states. SAMHSA is
proposing to modify the program to dlow for matching funds from the States and to vary the size of the
grant award according to State need. Because of significantly increased demand for services, wewill dso
need to expand the six regional CAPTSs that provide training and technical assstance in selecting and
implementing best practices to the Drug Free Communities program, SIG States, and others.



75

KDA PROGRAM ACCOMPLISHMENT
Program Initiative: High Risk Youth Program

The High Risk Youth Cross-Site Evauation andyzed the high risk youth portfolio including Femde
Adolescent Grants, High Risk Y outh Demondtration grantsand Replication grantsto determinetheir broad-
based effectiveness in preventing, delaying the onset or reducing substance abuse.

Goal 1. Asssssthe effectiveness of intervention strategiesin decreasing therisk factors and increasing the
protective factors related to substance abuse.

Findings:
. Anayses demondtrated clearly that overdl protective factors decrease sharply and risk factorsfor
substance abuse increase dramatically between the ages of 11 and 16.

. Structura equation models were developed using basdine data to delineate paths to substance
abuse. Thefirg and mogt potent isthrough the family; not only isfamily context related directly to
reported level s of substance abuse, but it aso contributesto peer factorsrelated to substance use.

. A second path related to substance abuse includes anumber of personal characterigticsrelated to
sf-control, school efficacy and values. The third path includes contextua factors-school
environment, community environment and neighborhood risk.

Goal 2. Assessthe impact of CSAP funded programs in preventing or reducing substance abuse and
related problem behaviors.

Findings:
. Prdiminary results show clearly that relative to control'comparisons, CSAP program intervention
demondtrated satistically significant decreases in substance use in older youth.

. The younger cohort demongtrated little change due to the low basal rate.
Application:
. Data from the High Risk Y outh Cross-Site basdline demondirate the profound increase of risk to

youth for substance use as a function of age; identify the nature of risk/protective factors, and
provide clear suggestions concerning important aspects of effective prevention programs.

. Thisimportant work providesadditiona guidanceregarding both thetiming and content of effective
prevention interventions.
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Additiona andyseswill be targeted to determine thresholdsfor effectivenessaswell asdifferentia
effectiveness of amilar interventions across different identifiable subgroups.

Results from these anadlyses will provide crucia guidance to the field not only about the essentia
ingredients for effective interventions but aso how these ingredients should be structured and
phased for maxima effect with different populations.
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KDA PROGRAM ACCOMPLISHMENT

Program/Initiatives. Predictor Variables Program
Goal:

The Predictor Variables Program study focused on four varigbles: socid competence, self-regulation and
control, school bonding and cognitive development, and parenta involvement. The purpose of this study
isto determine which interventionsin these areas at which deve opment stage work effectively in parenting
and redirecting negetive behaviors that are predictive of substance abuse. The ultimate am is to promote
emotiona well-being in children at risk and to enhance their socid and emotional devel opment.

Findings:

. Preliminary finding show sgnificant improvement in the intervention group reldive to the control
group in: improved parenting practices, increased family cohesion, increased family organization
and decreased family conflict. Additionaly, children in the intervention group showed sgnificant

reductions compared tothecontrol sin aggressi vedi sruptive behaviorsand concentration problems.

. Interim results aso reved the rates of chewing tobacco were reduced from 2.6% to 0.5% in the
intervention group, while the comparison group rates doubled from 1.1% to 2.3%.

. The use of acohol was 4% lower in the intervention group compared to the control group.

. The rates of overal use of one or more drugsin the control group amaost doubled from 6.8% to
12.4%, while thisincrease is less than haf of apercentage point (0.4.%) in the intervention group.

Application:

. These data provide CSAP, States and locd communities guidance to maximize the effectiveness
of prevention interventions.

. Disseminating study findings is akey component of to facilitate the use of effective interventions
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SUBSTANCE ABUSE AND MENTAL HEALTH SERVICES ADMINISTRATION

Center for Substance Abuse Prevention

Mechanism Table
(Dollars in thousands)

FY 2000 FY 2000
FY 1999 Pre-rescission Final FY 2001
Actual Appropriation Appropriation Estimate
Knowledge Development and Application: No. Amt. No. Amt. No. Amt. No Amt.
Grants/Cooperative Agreements:
CoNtinUAatioNS......vii i 70 $31,305(| 166 $40,108|(| 166 $39,785 30 $18,954
Competing:
NEW. .o 117 15,896 --- --- --- - 11 4,292
Renewal..
Supplements:
Administrative........cooooeiiiiiii 1,500
Total, Grants/Cooperative Agree... ..| 187 48,701)| 166 40,108]| 166 39,785 41 23,246
CONTraCtS. .ot 16 27,512 15 18,319 15 18,172 15 25,270
Technical Assistance...........ccovvviviiininneannn, 1,080 1,271 1,260 1,118
Review Costs 298 324 324 388
Total, Knowledge Development & Appl...... 203 77,591 181 60,022|[ 181 59,541 56 50,022
Targeted Capacity Expansion:
Grants/Cooperative Agreements:
continuations.........coooiiiiiiiii ) 25 63,101 70 63,141 70 63,141 60 39,201
Competing:
NEW .ot 50 11,065 5 14,090 5 14,090| 19 42,176
Subtotal, Grants............coeviiiiiienn 75 74,166 75 77,231 75 77,231 79 81,377
[0Fe] 11 { Yo £ PR 2 2,682 2 1,682 2 1,682 2 1,682
Technical Assistance..............coovveiiiiiannn, 1,074 1,074 1,074 1,760
ReView COStS.......oouiiiiiiiii i 296 296 296 388
Total, TCE ...t 77 78,218 77 80,283 77 80,283 81 85,207
High Risk Youth:
Cooperative Agreements:
ContinuationS.......cooviiiiiiii 13 6,159 16 6,900 16 6,900 3 2,000
Competing:
NEW .ot 3 707 -4 13 4,740
Subtotal, Cooperative Agreements.... 16 6,866 16 6,900 16 6,900 16 6,740
CONraCtS. .ot
Technical Assistance..............coovieiiiiiannn, 100, 100 100 200
ReVIEW COStS....viiiiiiiii i 25 60
Total, High Risk Youth....oooioiiiiiiiiiiiiiinne.s 16 6,991 16 7,000 16 7,000 16 7,000
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C. Center for Substance Abuse Prevention
1. Knowledge Development and Application

2000 2000 I ncrease
1999 Pre-rescission Final 2001 or
Actual Appropriation Appropriation Esimate Decr ease
BA ............ $77,591,000 $60,022,000 $59,541,000 $50,022,000 -$9,519,000
2001 Authorization
PHSA SECHON BOL......... ettt et e e e e eee e e e e e eeeeeeeeeneeeeeaenees Indefinite

Purpose and Method of Operation

The two-fold god of KDA effortsisto assure individuds have the information needed to understand the
nature and consequences of substance abuse and State and community prevention practitioners have the
knowledge, skills, tools, and assi stance needed to implement science-based interventions proven effective
in preventing, reducing, or delaying substance abuse and its associated problems.

CSAP' s Knowledge Development (KD) programs identify, implement, and field-test through cross-Ste
evaduation, prevention programs to determine ther effectiveness with diverse populations in red-life
environments. These KD grantees aso creste new curriculum packages providing practical, cost-effective
materids useful with different culturd populations. These cross-dite studies are using coordinated core
measures and methods alowing the data to be pooled and analyzed across many different stes, thus
increasing our knowledge of what works, for whom, and under what circumstances.

CSAP s Knowledge Application (KA) programs disseminate and foster implementation of best practices
by States and community-based providersthrough the National Center for the Advancement of Prevention
(NCAP), the Centersfor the Application of Prevention Technology (CAPTS), the Nationa Clearinghouse
for Alcohol and Drug Abuse Information (NCADI), and the new Prevention Science Decision Support
System (PDSS). The PDSS is aweb-based expert system to provide immediate answers to prevention
providers questions aong with downloadable prevention documents and materias. This web-based
dissemination system is designed to be a more cost-effective method of meeting the increased number of
requests at our clearinghouse, due in part to the White House' s ONDCP media campaign.
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Funding for the Knowledge Development and Application program during the last five years has been as
follows

Funding FTE
1996 $91,999,000
1997 $155,869,000 —
1998 $84,321,000 —
1999 $77,561,000 —
2000 $59,541,000 —

Rationale for the Budget Request

The FY 2001 budget request includes a total of $50,022,000 for CSAP's KDA portfolio. This is
approximately $10 million below the FY 2000 appropriation.  The requested level is sufficient to support
al ongoing program efforts. Within the funds available, CSAP proposesto expand Community Initiated
Interventions program ($2 million), Parenting and Family Strengthening ($2 million), and begin developing
Prevention Decision Support System ($.4 million).

A. Knowledge Development

Identifying, testing, and evauating prevention practicesis the primary responsibility of CSAP sknowledge
development program. CSAP s grantee programs are rigoroudy evauated to determine effectiveness of
researched-based prevention programs when implemented by community providers in real world settings
with diverse populations. Cross-site and other evauation findings identify best prevention practices to
disseminate to the field; help to improve service ddivery, and identify gapsin knowledge to beincorporated
into CSAP sprevention programming. For example, asignificant finding from CSAP scross-Steevauation
of the Community Partnership program and the High Risk Y outh grant program showed unexpected gender
differencesin the results, namely, the reductionsin drug use were stronger for maesthan for femaes. This
dearly highlighted the need for gender-specific interventions which were then included within CSAP' s
Community Initiated Intervention program.

Sinceit’s creation by Congressin FY 1996, CSAP has conducted seven KD cross-Site grant programs.
The first cohort of KD grants included ten 4-year grants awarded under the Developmentd Predictor
Variable grant program. The purpose of these grants was to discover the most effective prevention
programs for different age groups of youth in urban or rura settings. Hence, grants were awarded to a
matrix of urban and rural programs across four developmenta periods. Each had to test comprehensive
gpproaches to prevention including school, community and family-focused approaches. The evduatorsin
this cross-gite represent some of the best prevention researchers and the findings will be unprecedented in
the preventionfield. Through collaboration on outcome measuresand data collection and andysisstrategies,
SAMHSA programs are advancing the prevention field among coordinated partnerships.
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Several other KD efforts such asthe Children of Substance Abusing Parents (COSA Ps) grant program; the
Pregnant and Parenting Adolescents grant program; the early childhood Starting Early Starting Smart grant
program, which is a collaborative with the Casey Family Program, will be completed by the end of FY
2000. Two programs, Community-Initiated program grants and the Family Strengthening grants, continue
into FY 2001.

Initiated in FY 1999, the Community Initiated Interventions (Cll) Grant Program responds to widdy
expressed need and support from the substance abuse prevention fied. Establishment of this program was
consgtent with Congressional expectationsthat KDA resultsarerelevant tolocal needsand current practice,
readily integrated into prevention practice nationwide, and disseminated and adopted on thewidest possible
scae.

The ClI program encourages each community applicant to determine the topic of study according to its
needs and thentest, adapt, refine and/or replicate proven research findings among different popul ationsand
in disparate community settings. As such, the ClI program assures effective prevention strategies are
relevant and gppropriate to communities, by adapting, disseminating and applying programs meeting its
unique needs. CSAP supports each community effort by providing expertise from field-tested prevention
modds identified in its High Risk Y outh, Predictor Variable, and other knowledge devel opment programs.
Although ClI projects are too new to yield preiminary results, the digtribution of the topic areas funded
clearly indicates the diverse needs identified by the communities and the breadth of proven prevention
interventions that need to be further refined to suit loca problems and populations. The FY 2001 request
includes $2.0 million for new grantsin thisarea.

The Parenting and Family Strengthening Intervention Program is also continued in FY 2001, with $2.0
million to be awarded in new grants. CSAP s Prevention Enhancement Protocol System has completed a
review of the family-focused research literature and determined that only four gpproaches meet the highest
level of evidence for effectiveness. 1) behaviord parent training, 2) family skillstraining, 3) family thergpy,
and 4) in-home family support. A meta-anaysis of al family programs with results concluded that these
family-based prevention programs are 9 times more powerful in making postive changes in youth helpful
in reducing later drug use than are school-based programs. Hence, fidd-testing and helping communities
to sdect the very best family strengthening program must be an essentia part of any comprehensve
prevention program. Ninety-five community agencies received funding in September, 1999. Through a
carefully desgned naturalistic study, these 95 communities are being supported to use one of 28 of the best
parenting and family programs addressing loca needs. These 28 programs represent the best of over 70
parenting and family programs reviewed by apand of experts.

Grantees are being trained, during the spring of 2000, in community and organizationa readiness to
determine the best parenting programs to implement and how to implement these programs with integrity.
This program will increase local community capecity to ddiver best practices in effective parenting and
family programs while documenting the decison-making processes for sdlecting and testing effective
interventions impacting target families.
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Like the Community Initiated Interventions, Family Strengthening programs target loca community needs
and will be integrated into prevention practice and disseminated on the widest possible scae.
B. Knowledge Application

Disseminating and promoting best prevention practices learned through CSAP s knowledge devel opment
programs isthe responsibility of CSAP s Knowledge Application (KA) programs. Assuch, CSAP sKA
programs further develop and disseminate the information, materids, and tools needed by the public and
prevention practitioners to expand the use of cutting edge information and best practice models in the
Nation's communities. CSAP program findings are synthesized by CSAP's Nationd Center for the
Advancement of Prevention (NCAP) and disseminated to the fidd through a variety of application
mechaniams including the Nationa Registry of Effective Prevention Programs (NREPP) and the Prevention
Decison Support System (PDSS). CSAP s application programswork in tandem with CSAP sSIG and
CAPT programs to help build prevention capecity at the State and locad levels.  Program-generated
information and materids are aso widdy disseminated by the Nationa Clearinghousefor Alcohol and Drug
Information (NCADI) and used as the basis for nation-wide prevention education campaigns such as Girl
Power! 1n 2001, CSAP will continue dl maor knowledge application programs including:

TheNational Center for the Advancement of Prevention (NCAP) synthesizespreventionresearchand
evaduation findings, develops new prevention knowledge and tools, examines trends and patterns of
substance use and precursors of use; trandates scientific and practice-based knowledge into practical and
timdy prevention productsfor Statesand thefiel d; and fostersthe adoption and application of science-based
prevention practices. Among NCAP products are Technical Reports on such topics as Alternative
Activitiesand Alter natives Programsin Youth-Oriented Prevention andStrategies for Reducing Sales
of Tobacco Products to Minors; Implementation Guides on Effective Community Mobilization and
Tobacco Outlet Inspections; and Resource Papers such as the AESOP Overview of the Science and
Models of Prevention. Products have been used to bolster CSAP training and technical assistance
activities, toimprove CAPT efforts and to change/improve program strategies and effectivenessin thefield.

TheNational Clearinghousefor Alcohol and Drug Information (NCADI) isthe largest information
clearinghouse in the country for acohol and drug information. It responds to about 200,000 information
requests annualy and distributes over one million free or at-cost Federd publications, audiotapes, and
videotapes per month. The current level of demand (as of October 1999) for NCADI services during a
typica month is reflected in the following profile: 33,316 requestsmonth; 59 percent of inquiries are made
by phone; 3 percent by mail; 30 percent by e-mail; and 2 percent by fax/in-person. NCADI has been the
nationa resource for consumer materials for ONDCP s Nationa Y outh Anti-Drug Media Campaign that
was launched in mid 1998. Infrastructure support includes a toll-free number, extended hour phone
coverage, and provision of bulk quantities of materias (1,050 tons in 1998) to respond to campaign-
generated requests. After the first two weeks of the campaign, the NCADI contract experienced a 121
percent increase in caler volume as a result of the media advertisng in 75 media markets. Hits to the
NCADI webste, Prevline, now exceed 4 million per month; hitsincreased from 13.3millionin 1997to 34.5
millionin 1998. During one day NCADI answered 4200 telephone calls simulated by a Sunday Parade
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Magazine article. Historica records indicate that caler volume increases steadily each year regardless of
broad-based media efforts.

The Prevention Decision Support System (PDSS) isan emerging CSAP program designed to meet the

needs of the practitioner, or “end-user” by increasing electronic access to best practices. Computer

softwarewill integrateand provide prevention practitionerswith immediate accesstolocal needs assessment

data, logic modds, and an expert system to help select the best practicesto meet loca needs. The PDSS
will be equipped to provide on-line, red-time information, training and technical assstance to its customers
relative to needs assessments, logic models, program sdlection and implementation, community resources,

resource development, and report writing. 1t will aso include acomplete Management Information System,

outcome measures and dataanalysispackage. The system will be compatible with persona computersand

will be distributed on CD-ROMs. CSAP began preliminary work on the PDSS during FY 1999; a
prototype should be completed by mid-2000. In FY 2001, CSAP s will focus on fully developing the

modules that comprise the core of PDSS services.

The National Registry for Effective Prevention Programs (NREPP). CSAPsNREPPisan ongoing
repository of guidance to the substance abuse prevention fiddd. The NREPP contains implementation and
outcome informeation on substance abuse preventionintervention projectssponsored by al Federd agencies,
State governments, foundations, and corporations. Publicly available on the world wide web a
http://mww.preventionregistry.org/tria.htm,, NREPP provides opportunities for field nominations of
standardized programs. These programs must show evidence of reducing risk factors or increasing
protective factors pertaining to substance abuse to be considered in theregistry. Nominationsmay be made
for new, innovative programs as well as for adaptations or replications of established or science-based
prevention models. Teams of trained evauators review programs based on 15 criteria including: theory,
fiddity of interventions, processeva uation quaity, sampling strategy andimplementation, attrition, outcomes
measures, missing data, outcome datacollection, andyss, other plausiblethreststo vdidity, integrity, utility,
replications, dissemination capability, cultural- and age- appropriateness. This review process serves to
identify a subset of "modd" prevention efforts and rates thair evidence using afive ar system.

CSAP promotes sdlected models from the NREPP in three ways: 1) by supporting the development of
program materids for dissemination, 2) by connecting program devel opers with organizations able to help
inthe dissemination efforts, and 3) by promoting mode programsnationaly through CSAP's State Incentive
Grant recipients and regiond Centers for the Application of Prevention Technologies.



C. Center for Substance Abuse Prevention
2. Targeted Capacity Expansion

2000 2000 I ncrease
1999 Pre-rescission Final 2001 or
Actual Appropriation Appropriation Esimate Decr ease
BA ............ $78,218,000 $80,283,000 $80,283,000 $85,207,000 +%$4,924,000
2001 Authorization
PHSA SECHON BOL.......eeeeeeeeee ettt e e e e e e et e e e e e eeeeeeeaeneeeeeaenees Indefinite

Purpose and Method of Operation

CSAPs Targeted Capacity Expanson (TCE) programs help States and communities address current and
specific gaps in avallability of substance abuse prevention services and improve the quaity of prevention
sarvices provided. The TCE programs are the mgjor efforts CSAP uses to promote science-based "best
practices’ in State and community prevention service systems. These programs address CSAP's GPRA
God 3: Assure services availability/meet targeted needs, and GPRA Goa 2: Promote the adoption of best
practices. TCE programs aso support Nationa Drug Control Strategy Goals 1 and 3.

CSAPs Targeted Capacity program is comprised of three mgjor efforts:
1. Statelncentive Grants

Data from the 1995 National Household Survey on Drug Abuse showed disturbing increasesin drug use
among youth, particularly in marijuanause, which prompted aDHHS review of substance abuse prevention
sarvices nationwide. The review found an inefficient system characterized, at the State leve, by: 1)
uncoordinated and fragmented use of resources, knowledge, and information relating to what works in
prevention; 2) lack of a systematic evauation of programs and practices to identify effective, scientificaly
derived gpproaches, and 3) lack of a systematic gpproach for disseminating these research findings to
improve prevention services.

The State Incentive Grant program was established to respond to these findings. The program's two key
gods were to: effect changes a the State level by ensuring that States better coordinate the alocation of
disparate substance abuse prevention funding streams; and to effect changes in the availability and qudity
of State prevention services by funding critica, unmet prevention needs and ensuring new programs use
state-of-the-art prevention practices. Under the SIG program, States award 85% of the funds to
subrecipient communitiesto implement new or expanded prevention programsthat employ best prevention
practices.
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The SIG Program design married the results of CSAPs High Risk Y outh (HRY), Community Partnership
and Community Coditions Demondration Grants. It helps States and communities to implement the best
practices identified to date by the HRY and other CSAP demondrations programs while using the
Community Partnership mode as the ddivery mechanism. It isimportant to note thet &t least three of the
highly effective prevention modds identified by CSAPsHigh Risk Y outh programs are identified asamong
the top 10 most implemented programs by SIG subrecipients.

By the end of FY 2000, atota of 25 SIGs awards will have been made to States and the District of
Columbia. States are funding between 20 and 30 subrecipient communitieseach. Depending on the State's
prevention plan, these community subrecipients can be counties, cities and/or towns, community coditions
or partnerships, Indian Reservations, Community-School Digtricts and other jurisdictiond arrangements
appropriate to the particular State. Each of these subrecipient communities in turn support two or more
science based prevention programs in their community. In the State of Washington, for example, each
community subrecipient supports up to 4 targeted prevention programs at the locdl level. 1nanother case,
Colorado has used exigting infrastructure -- Community School Didtricts -- as the jurisdictiond entity to
receive its SIG funds. As a result, each of the Colorado School Districts then funds 2 to 4 individua
schools, or clusters of schoolsto implement prevention programs. By using exigting infrastructure, States
have been able to put into place alarger number of science-based prevention programs.

It is estimated that approximately 49 percent of the subreci pients are community-based organizations, 23
percent are coditions and partnerships, 22 percent are local governments, and 6 percent are schools and
school digtricts. These organizationsare using SIG dollarsto increase services capacity by morethan 2,500
science-based prevention programs estimated to reach over 1 million participants by FY 2001.

Estimated Number of Subrecipients, Prevention Programs, and I ndividuals Served through
SIG Funding FY 1997 - 2001

1997 1998 1999 2000 2001
Number of States/Y ear 5 14 2 4 14-16
Number of States 5 19 21 25 39-41
(Cumuleive totals)
Subrecipient Organizations 125 475 525 625 1,025
(Cumulative totas)
Prevention Programs 312 1,187 1,312 1,562 2,562
Supported (Cumulative
totals)
Number of Pearticipants* 138,437 525,841 | 581,216 691,966 | 1,134,966
(Cumulative totals)
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The State Incentive Grants are impacting substance abuse prevention in the States at three levels. the State
level, the community level, and the project level where prevention servicesare delivered. Magor outcomes
to date include:

*  Promoting use of best practices by increased science-based programs in communities. Over 60
percent of al current SIG-funded community programsare reported or documented as science-based.
For example, inlllinois, asaresult of SIG changestheir SAPT Block Grant recipients (over 100) must
incorporate evidence-based prevention in their programming.

»  Expanding prevention servicescapacity at thecommunity level. Morethan 1300 new and/or expanded
prevention programs will have been put into place by the 21 SIGS awarded through the end of FY
1999. More than 500,000 individuaswill have improved access to quality prevention programs.

* Reducingrisk and drug use.  Program leve data available to date show that SIG funded programs
have been effectivein reducing substance abuse in the communitieswhereimplemented. For example,
Kansas reduced drug-related violence as aresult of a SIG-sponsored community codlition.

* Leveraging of SIG fundsto increase State service capacity in prevention. Through theinvolvement of
State Governors, SIG States have successfully leveraged other prevention funds from public/priveate
sector sources through matching funds-in some cases, up to 10 times the grant amount. Governors
have conducted Statewideinventories of prevention resources, identified and leveraged local matching
funds, and merged resources from United Way, Safe and Drug Free Schools, State and local agency
grants, and private entities. Moreover, they have integrated the 20 percent SAPT Block Grant
set-asidefundsintotheir SIG prevention plans. Kentucky, for example, hasadded approximately $1.5
million in state funds for infrastructure supporting science-based prevention programs and Kentucky
communities have leveraged $1.2 million each year to match the $2.5 million in S G funds

* Increasng State level coordination and collaboration. Governors have effectively coordinated their
prevention resources to create a more comprehensive, multi-agency system of prevention service
delivery. They have increased state-wide collaborative approaches for responding to the specific
problems of youth drug use and created Governor's Councils on Substance Abuse Prevention to guide
youth-focused prevention Srategies. 1llinois, North Carolina and Massachusetts have used the SIG
opportunity as avehicle for State agencies to build and strengthen new collaborations in prevention
programming. Datafrom 11 SIG statesindicate the average amount of funds coordinated dueto SIG
efforts gpproximates $28.2 million.

e Optimizing use of State and Federa prevention dollars for youth services. The SIG program has
heightened State awareness and responseto therol e prevention playsin reducing the demand for drugs
among youth. In Oregon, asadirect result of the SIG, the State now includes a separate line item for
substance abuse prevention, giving drug prevention ahigher priority status. SIG States are taking fulll
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advantage of the SIG program, and nearly al have committed to integrating their Block Grant monies
into their Srategic plansasaresult of SIG. In Vermont, SIG funding has prompted changesin the way
SAPT block grant funds have been allocated, especialy to support science-based prevention
programs.

2. Centersfor the Application of Prevention Technologies

The Nationd Centersfor the Application of Prevention Technologies(CAPTSs) wereestablishedin FY 1998
as essentia partnersto the State Incentive Grant Program (SIG), intended to provide the necessary training
and technica assistance to SIGs and their subrecipient grantees. The centers increase the recipients
knowledge about effective prevention strategies, principlesand programsand i dentify andimplement thebest
practices for locd red-life settings. Thisis extremdy important to assure the best outcomesfor the people
receiving prevention Services.

The CAPTS, located in Six regiona Sites, comprise a mgjor nationd resource supporting the widespread
use of scientifically sound and effective substance abuse prevention interventions. Demand for CAPT
targeted capacity building services has been significantly increased. In FY 1998, the CAPT's served 19
SIGs. By FY 1999 they served 21 SIGs, 525 SIG sub-grantees, 224 Drug Free Community grantees
funded by ONDCP and OJIDP, trained many Safe and Drug Free School grantees funded by the
Department of Education, and participated in the U.S.-Mexico Border Initiative. The rate of requested
technicd assstance and its successful delivery by the CAPTsin the SIG States had increased 400% by the
close of FY 1999. Smilarly, there was an increase in excess of 200% in training of science-based
prevention to the SIG States and their sub-recipients. In FY 2000, the CAPTsare projected to serve: 25
SIGs, 625 SIG sub-grantees, al 25 non-SIG State programs, 300 ONDCP Drug Free Community
grantees, 95 Family Strengthening grantees, 40 Substance Abuse/HIV Prevention grantees, and many Tribes
and U.S. Territories/Jurisdictions in the Pacific and Caribbean.

The success of the CAPTSs hasincreased the interest in and use of science-based prevention in States and
communities. Participantsin the first Nationa Prevention Congress, convened by CSAP in March 1999,
confirmed this interest by recommending enhancement of the nation's technical assstance and training
capacity to support science-based prevention program implementation and drategic planning as a
cross-cutting theme critical to the success of the Nationa Prevention System. The CAPTs mest this need;
no other entity exists to provide technical assstance and training services on a nationd scale. Ther
accomplishments include:

- During FY 1999, CAPTs provided technicd assstanceto virtudly al the SIG sub-recipientsto help
themidentify and apply thelatest research-based knowledge and effective methods of substance abuse
prevention programs, practices, and policies.

- In FY 1999, the CAPTs ddivered their services in collaboration with agencies responsible for
substance abuse prevention servicesin al SIGs and at least 94 percent of sub-recipients.
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S  The CAPTs dso provided requested training and technical assistance services to the remaining 29
non-SIG States as well asto dl U.S. Territorial governments and about 20 percent of the Native
AmericanTriba agencies. Further, the CAPTsprovided servicesto approximately 20,000 prevention
programs and practitioners.

3. HIV/AIDS Prevention

Citing a chronic and overwhemingly disproportionate burden of HIV/AIDS on communities of color, in
October 1998, President Clinton outlined anew comprehengveinitiative. 1t included unprecedented efforts
to improve the Nation's effectiveness in preventing and tresting HIV/AIDS in the African American
community and other communities of color. The Congressond Black Caucus (CBC) cdled for a public
health emergency, predicated on Statistics demonstrating the disproportionate impact of HIV diseasein the
African American community.

InFY 1999, CSAPlaunched anew $13.5 million, multi-component, Substance Abuse Prevention and HIV
Prevention Initiative designed to addressthewel|-documented nexus between these two devastating public
hedth problems. The Initiative addresses the need to integrate prior discrete and separate prevention
sarvices to maximize their effectiveness, improve client/consumer outcomes, and prevent, delay or reduce
tranamisson of HIV associated with substance abuse behaviors. CSAP placed emphasis within its
program on populations experiencing high incidence of substance abuse/HIV problems, including African
American youth and women of color.

Under this program, forty-eight grants were awarded in September, 1999.  While they are currently too
new for preliminary findings, the program is expected to strengthen integration of HIV and substance abuse
prevention a the loca leve, increase the provision of integrated prevention services to African-American
and other racid/ethnic youth and women, and identify best practices for further application in the field.

Funding for the Targeted Capacity Expansion program for the last five yearsis as follows:

Funding ETE
1996 —
1997 —
1998 $6,679,000 —
1999 $78,218,000 —
2000 $80,283,000 —

Rationale for the Budget Request

The FY 2001 budget requests an increase of nearly $5 million in new funds for the Targeted Capacity
Expansion program. CSAP will award 14to 16 new SIG awardsin FY 2001 to reach over eighty percent
of the States (cumulatively) and facilitate critical prevention system and practice improvements. CAPT
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training capacity will be enhanced and HIV programswill be continued. Other mechanismsfor the support
of State preventioninfrastructure needswill be explored aswell ascongderationin deve oping futurepolicies
to include a matching requirement from the State.

CSAP isdeveloping areview process of options for SIG funding based on State specific data from the
expanded Nationd Household Survey on Drug Abuse, available in August, 2000. In addition, changesin
the program structure based on qualitative and process data gathered to date will be considered. Thefirst
modification consdered requires State matching funds. It is expected a matching requirement ensures a
greater commitment by the State to sugtain long term prevention funding. An andyss of states totd
prevention expenditures for FY 1995 indicates awide range in the level of State Support. In 23 States,
State revenues accounted for lessthan 10% of prevention expenditures, at least 15 of these States spent no
State funds for prevention a al. The second modification consdered permits adjustments in the total
amount of State SIG awards, based on criteriasuch as percentage of state population under 18 yearsof age
and State-specific results of the National Household Survey on Drug Abuse.
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C. Center for Substance Abuse Prevention
3. High Risk Youth

2000 2000 I ncrease
1999 Pre-rescission Final 2001 or
Actual Appropriation Appropriation Esimate Decr ease
BA ......... $6,991,000 $7,000,000 $7,000,000 $7,000,000 —
2001 Authorization
PHSA SECHON BOL.......eeeeeeeeee ettt e e e e e e et e e e e e eeeeeeeaeneeeeeaenees Indefinite

Purpose and Method of Operation

The initid High Risk Youth Grant Program, started in 1987, is CSAP's first knowledge devel opment
activity. Thegod of thisprogram isto prevent substance abuse and associated precursors (e.g, aggression,
violence, depression, and school drop-out) in high risk youth. Many of the grants funded over the years
test the mogt effective modds of prevention with ethnic youth. Recently, the emphasis of this High Risk
Y outh Program has been focused primarily on supporting the Nationa Drug Control Strategy God to
increase the number of mentors and adults helping to educate youth about the dangers of drug use.

InFY 1998, CSAPInitiated Project Y outh Connect (PY C), mentoring/ advocacy mode sfocusing onyouth
ages 9 -15 and their families. Building upon knowledge gained from previous CSAP-supported mentoring
programs as well as the prevention literature, the PYC projects are designed to prevent and or reduce
substance abuse or ddlay its onset, by improving school bonding and academic performance and by
improving life management skills and family bonding and functioning.

CSAFP's High Risk Youth Grant Program has demongtrated a number of positive youth development
goproaches proven effective in reducing problem behaviorsin high risk youth. CSAP is disseminating the
most effective exemplary High Risk Y outh programsthrough their Her€' s Proof Prevention Wor kskit and
publications. Examples of these exemplary programs are Smart Leaders and FAN Club programs and
Cross Agesintergenerational mentoring program. Both of these exemplary model programsinvolve atype
of mentoring. Positive youth devel opment activities dso include tutoring or assistance with school projects,
leadership training, recregtiona and vocationd training, and community service. A mgor venuefor pogtive
youth development activities is after school or summer school programs, where youth participate in
recregtiond activities, performing arts, or community services. Pogtive youthdevel opment programs may
be based in any number of community settings including churches and other faith-based organizations,
recregtiona centers, and senior centers. The most successful after school programs aso employ life kills
curriculum and community service.
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Research conducted by the Federd Bureau of Investigation between 1991 - 1996 reved s the critical time
periods when youth are mogt vulnerable to engaging in violent crime, pesking a 3 p.m. Thefollowing graph
cearly demongratesthe need for morepro-socia activitiesfor minors, particularly during after school hours.
Most needed are adult supervised prevention interventions provided during these high risk hours. If youth
are engaged in activities geared to positive devel opment, it is anticipated communities will redlize subgtantia
reductions in both violence and substance abuse.

Project Youth Connect. These High Risk Y outh projects support adiverse array of mentoring models,
but dl employ trained mentors committed to intensive periods of involvement with youth. The intent isto
determine whether intensve involvement withformally trained mentor/advocatesismorelikely to postively
impact young people at an eaxlier stage.
The ultimate god, however, istolink the
youth with a volunteer mentor from the

) ) Per cent of seriousviolent incidentsin age group
community who can remain apart of the

youth'slife after he/sheisnolonger inthe 18(%’ i

program. After 6 months of intensve 573353 ] HJ

interaction with the vyouth, the 6% - \‘\\

professond merttor is insrumental in - 300 A \,\

linking the youth with a community %8 1NV NVS A
volunteer. During theensuing Sx months, 1% 1 <4
the youth interacts with both the 0% = = e T
professond and the volunteer mentor, am. am. p.m. p.m. pom. am. am. a.m
findly trangtioning into a one-on-one

relationship with the volunteer. ——under 18 —&—over 18

It isexpected new HRY interventionswill be effective in reducing substance abuse and related violence, as
wel asin improving community attitudes toward youth and enhancing the system of support available to
youthand their families. In addition to acohoal, tobacco, andillicit drug use and attitudes, information on the
falowingisbeing collected: 1) improved school bonding, grades and atendance (e.g., school bonding scae
of theNationd Y outh Survey); 2) improved parent/care giver attachment and parental supervison (11items
from the Office of Juvenile Jugtice and Delinquency Prevention’s (OJIDP) Causes and Correlates Study);
3) improved life management skills such as peer refusa, problem solving, sdif efficacy, culturd pride and
peer reations. Grants under this program were awarded in September, 1998, with implementation in dl
stes started by summer, 1999. The programs are too new to supply outcome data.

Study of Risk Factorsfor Drug Use During Adolescence. Recently, resultsfrom theHigh Risk Y outh
Program cross-site study, sampling over 10,500 youth participating in recent HRY grants, reveded the
factors either placing these youth at risk or protecting them. The mgor risk and protective precursors of
tobacco, acohol, and drug use in youth were profiled by age. The study revealed protective factors
decrease systematically during the critical middle school years (ages 11 - 15). These data explain why
programs specificaly targeted to middle school youth focusing onincreasing protectivefactorssuch asfamily
and school bonding are the most effective in preventing tobacco, alcohol, and illicit drug use. Hence, a
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window of opportunity for prevention of tobacco, acohol, and drug use and is prior to age 15. However,
older youth and adults a so need prevention messages and supportive environments. Thesefindings suggest
if a youth does not initiate substance use by 15 years of age, the risk is much lower of ever becoming an
addict or dcohalic. When targeting scarce prevention resources, we have chosen to focus primarily on
programs for high risk youth in middle school or earlier.

Pathwaysto Drug Abuse Study. CSAP aso conducted an anaysis of reasonswhy youth use tobacco,
acohal, and drugs. Using asample of 8,500 high risk youth, we determined the strongest predictor of later
drug use is association with friends who use drugs. However, the mgor predictor of a youth who will
associate with friends who abuse drugs is the family’ s norms supporting tobacco, alcohol or drug use, little
parental supervision and monitoring of theteenager’ sactivities, and little family support and care. The study
also showed by increasing protective factors such asfamily attachment and supervision, effective parenting,
school pride and attachment, and by improving behaviorad management through life and anger management
ills ultimately there will be a decrease in the likelihood of youth substance abuse and violent behavior.
Girls werefound to be more strongly influenced by their relationshipsto their families. Boyswereinfluenced
somewhat more than girls by the community tobacco, dcohal, and illicit drug norms and environment. The
precursors for substance use were also analyzed for each of the ethnic groupsto help prevention providers
better target the mogt effective approaches of prevention for these youth.

High Risk Youth Program Outcome Study. The results of the pre- and post-tests using the same Core
Measures Instrument, reveded the grant program had produced reductions in substance abuse in youth
participating in the program. It documents Satisticaly sgnificant reductions in 30 day substance use,
cigarette use, acohol use, and marijuana use, athough not inhalant use, for 12 - 17 year olds participating
in the High Risk Y outh grants.

Funding for the High Risk Y outh program during the last five years has been as follows:

Funding ETE
1996 —
1997 —
1998 $6,000,000 —
1999 $6,991,000 —
2000 $7,000,000 —

Rationale for the Budget Request

The FY 2001 budget requests $7.0 million for the High Risk Y outh program, the same as the FY 2000
appropriation. Thislevd issufficient to continue al ongoing program efforts and dlow CSAPto: 1) focus
on an even higher risk group of youth, including children of dcohol and drug abusers, shlingsof youthinthe
juvenilejustice system, girlswho have dropped out of school, and homelessyouth, and 2) addresslatch-key
youth who are in need of adult supervision during high risk hours for tobacco, acohol, and drug use (i.e.,
after schoal).
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Likethe KDA Community-initiated Grant Program, the High Risk Y outh Program will permit applicantsto
determine the mogt effective prevention approach for the targeted high risk youth population in ther
community. Programs must sdect the most appropriate approach from the list of exemplary prevention
programsin CSAP s Nationd Registry of Effective Prevention Programs. The saven exemplary High Risk
Y outh Program Models currently being disseminated through the publication, Here's Proof Prevention
Wor ks (CSAP, 1999) will be recommended for implementation. They will be asked to field-test them with
new high risk youth populations and to devel op appropriate materids (e. g., written curriculum, videos, and
evauation ingruments) for dissemination of the program to other Smilar target populations (rurd youth,
American Indian youth, juvenile jugtice youth, ec.).
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C. Center for Substance Abuse Prevention
4. Substance Abuse Prevention and Treatment Block Grant (SAPTBG)

2000 2000 Increase
1999 Pre-rescission Final 2001 or
Actual Appropriation Appropriation Esimate Decr ease
BA ........ $301,150,000 $304,000,000 $304,000,000 $309,890,000 +$5,890,000

Purpose and Method of Operation

CSAP adminigters the primary prevention component of the Substance Abuse Prevention and Treatment
Block Grant (SAPTBG) asit gppliesto dl 50 States, 10 jurisdictions, and one Indian Tribe. The Block
Grant 20 percent prevention set-aside program is one of the largest substance abuse prevention programs
funded by the Federa government. Twenty percent of the SAPTBG funds dlocated to States according
to legidative formula must be spent on substance abuse primary prevention services. Statesvary widdly in
the extensiveness and scope of their prevention services. While some States depend entirely on the 20
percent set-asdeto support ther activities, othersusethesefundsto fill gapsand enhance existing programs
impact.

Specific examples of the outcomes from States use of these funds are:

. The Massachusetts Bureau of Substance Abuse Services spent approximately $7 million to support
arange of acohol, tobacco and other drug prevention services for groups at risk. The substance
abuse prevention programincludesten regiona centersserving asanetwork for technica assstance,
informationdissemination, and support to community groupsand organizations, including coditions,
schools, youth agencies, hedlth programs, and faith communities. Special emphasis was given to
programs serving high risk youth addressng youth development and peer leadership, student
assigtance, court diversion, and street outreach in Boston.

. The Missouri Divison of Alcohol and Drug Abuse focused its $4.8 million in substance abuse
prevention funds on a network of 12 regiond Community 2000 Support Centers asssting in
deveopint and maintaining over 140 community coditions. The Support Centers assisted the
caditions with needs assessment, planning, evauation and training.

. Thelllinois Bureau of Substance Abuse Prevention directed the expenditures of its $12.2 millionin
substance abuse prevention funds through a strategic planning process for prevention developing
prevention goas and objectives with specific outcomes. Prevention gods are to 1) increase
knowledge and involvement of stakeholders, 2) provide highest quaity services, and 3) develop an
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effective service ddivery system. Key to this effort is the objective to provide prevention services
for al residents, with agoa of reducing substance abuse by three percent each year.

. Montanas Chemica Dependency Bureau guided the use of $1.1 million in substance abuse
prevention funds with a carefully executed, statewide needs assessment process, using the
Communities That Care model. Working through the 12 units of the Montana Association of
Counties, lead prevention programs were designated in each unit to develop capacitiesfor training,
information dissemination, needs assessment, and planning. Two measurable, statewide substance
abuse prevention outcomes were set: 1) to decrease the percentage of youth who have their first
alcohalic drink, and 2) to decrease the percentage of youth who smoke cigarettes on ten or more
days amonth.

. States have progressed in their ability to comply with the Synar Amendment. In the past year, State
authorities have made sgnificant progress in developing enforcement infrastructures to reduce the
sde of tobacco productsto minors. The median noncompliance rate of salesto minorsasreported
by the Statesin 1999 was 21.6 percent. Thisisasignificant reduction from the median rate of 40.1
percent in 1997 and pre-1997 studies that found noncompliance rates ranging from 60 to 90
percent. Twenty-one States reported 1999 noncompliance rates of 20 percent or less. Three
States reported noncompliance rates of under 10 percent. All States have plansin place to ensure
their noncompliance rate is 20 percent or less by the close of FY 2002.

Funding for the Substance Abuse Prevention Block Grant program during the last five years has been as
follows

Funding ETE
1996 $246,821,000 10
1997 $248,920,000 10
1998 $248,920,000 10
1999 $301,150,000 10
2000 $304,000,000 12

Rationale for the budget Request

A tota of five percent of the Block Grant annua appropriation is required to be set-aside for Federal data
collection, evauation of programs supported by the Block Grant, and technical assstance. Of this five
percent, 20% isavailablefor prevention support. Set asidefundsare used to conduct and andyze datafrom
needs assessment studies; to improve program planning, development and services delivery; to provide on
Stetechnica assstance, and for other servicesto enable State agenciesto maximize the effectiveness of their
investment in prevention.
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CSAP will continue to use their portion of the set-aside for improvement of State prevention systems.
CSAP uses the funds to develop and implement advanced prevention methodology for al components of
State prevention systems including systems for data collection and performance measurement.  Specific
examples of activitiesto be continued in FY 2001 include:

State Needs Assessment: Thissuccessful CSAP Program has supported 30 States over the past five years.
It assgts Statesin targeting their prevention programming and resource alocation by providing scientificaly
sound, quantitative data on specific populations and localities while identifying distribution of particular risk
factors, incidence, and prevalence at the State and loca levels. It dso provides aninter-State forum for the
exchange of effective needs assessments methodol ogies, technol ogies, and applications. States arerequired
to conduct a core set of udies, including school-based, archiva, and community resource assessments.
Statesmay a so propose State specific studiesrefl ecting unique State concerns, e.g., needsrelated to Native
American and homeess populations. This support has resulted in an increase States reporting needs
assessment resultsin their Block Grant gpplications. The data have been invauable. For example:

- The results of a CSAP-funded middle school survey showed the need for targeting more prevention
programs to youth during their middle school years, a transition from childhood to adolescence. As a
consequence, New Jersey launched the “ Systematic Drug Abuse Initiative: Peers Leading Peersin the War
Againg Drugs’ which includes 50 middle schools each year.

- In Texas, information from CSAP s needs assessment determined which populations were particularly
underserved. These results are being used to justify program servicesfor those under served populations,
specificaly targeting Hispanics and college students.

- In Utah, the Department of Education recognized the importance of the prevention needs assessment data
and used it for dlocating Drug-Free Schools funds.

Technical Assistance and Site Visitsto the States. CSAP hasprovided TA activitiesto morethan 45
Statesand jurisdictionsto support their substance abuse prevention systems. TA hasbeen provided on-site,
by telephone, and in multi-State formats. Primary aress of assstance provided include: planning (e.g.,
developing a State-wide plan, developing outcome measures), workforce development and staff training
(e.g., developing a plan for credentiding and certification), overall syslem and management issues,
monitoring, needs assessment (e.g., risk and protective factors and results mapping), and program
evauation.

CSAP is developing revised guides for conducting technica reviews of the States management and
implementation of the requirements and conditions of the SAPTBG, including implementation of Synar
regulations. CSAP will continue to provide support for dl States efforts and monitor their progress to
ensure they are making every effort to reduce illega sales of tobacco products to minors as mandated by
the Synar Amendment.
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CSAP s technicd assistance to States has received a 94% satisfactory rating from our State customers.
Moreover, 100% of States have received technica assistance in implementing the Synar program, up from
20% in FY 97. Synar technicad assgtance includes but is not limited to the provison of help in developing
retaler ligs, identifying outlets, developing merchant education programs, providing assstance with
technologica interventions, community mobilization programs, and improving collaboration between state
and locd authorities respongible for complying with Synar requirements.

Performance Measurement: In 1997, twenty-seven states convened to discuss prevention performance
outcome measures. Results of that meeting, CSAP mission measures and SIG core measures|ed to the FY
2000 SAPT block grant now including optiona forms, approved by OMB, that States can useto voluntary
report on five outcome measures for Block Grant funded programs. CSAP is working with interested
States to reach agreement and findize SAPT Block Grant priority outcome indicators, identify obstaclesto
State reporting and mechanisms for overcoming these barriers, and agree to reasonable time lines for
nationa implementation of Block Grant outcome reporting.

Minimum Data Set: A Minimum Data Set (MDS) initiative has been underway to support States
collection of dataon the number and types of prevention services provided and populations served. States
use common data items, common definitions, and common methods of data collection. CSAP has
supported the devel opment and implementation of a PC based software system and the technical assistance
related to training and ingallation. More advanced Phase | softwareisbeing developed. Asof July, 1999,
twenty states are using or implementing MDSl. MDSl dlowsthe provider, the substate entity and the Sate
as a whole to identify the types of activities being provided to a variety of population groups, e.g.,
demographic groups, high risk populations, providers, etc. States then use the results to more effectively
target and alocate resources and improve State planning for prevention programs. Two examplesof MDS|
States include:

. Colorado hasdeve opedtheir MDS systemto collect demographic, program, and activity information
onadl of their service providers. The State hasa so devel oped aprogram eva uation system to monitor
provider planning and implementation efforts. Using thesetwo systems, Colorado now hasthe ability
to plan, design, and develop program services and Strategies that meet the prevention needs of the
State.

. Pennsylvania has aso developed ther MDSl system to monitor loca planning, programming, and
sarvice provison. Based onthe MDSl data collection effort, Pennsylvania officials devel oped future
program gods in terms of planning prevention activities, the clientele to be served, and defining
effective Srategies.
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D. Center for Substance Abuse Treatment

Overview
2000 2000 I ncrease

1999 Pre-rescission Final 2001 or

Actual Appropriation Appropriation Edtimate Decr ease
BA
KD&A . ...$115,297,000 $100,259,000 $100,259,000 $95,259,000 -$5,000,000
TCE ...... 55,089,000 114,307,000 114,307,000 163,161,000 +48,854,000
SAPT Blk

Grat ... 1,585,000,000  1,600,000,000  1,600,000,000 1,631,000,000 +31,000,000
Totd . ... $1,755,386,000 $1,814,566,000 $1,814,566,000 $1,889,420,000 +$74,854,000

Substance abuse treatment has been conclusively shown to be effective in reducing drug use aswell asthe
attendant socia costs (hedth care, crimind justice, homelessness, etc.). CSAT's Nationd Treatment
Improvement Evaluation Study demonstrated a 50 percent decrease in drug and acohol use one year after
completing treetment. The Drug Abuse Treatment Outcomes Study corroborated the findings from the
CSAT study, and the Services Research Outcomes Study dso showed Sgnificant decreasesinillicit drug
use five years following treatment.

A new initiative was undertaken in 1999 to improve the availability, accessibility and qudity of substance
abuse trestment services nationwide. Thisinitiative, Changing the Conversation: The National Plan
to I mprove Substance Abuse Treatment (NT P), involvesacomprehensve andysis of five specific areas
related to funding for and accessto service ddivery systems, public attitudes and beliefs, and best practices
and treatment methods for addressing substance abuse and addictions. Those five areas or domains are;
1) closing the trestment gap; 2) reducing stigma and changing attitudes; 3) improving and strengthening
treatment systems; 4) connecting services and research; and, 5) addressing workforceissues. A series of
stakeholder mesetings were held, bringing research and treatment professionds together, and six public
hearings held nationwide received testimony from more than 420 witnesses. This effort will lead to a
comprehensive report reflective of findingsand recommendations. Thereport will bethefoundation to guide
subsequent program planning for CSAT and future action for the trestment field, and will be shared with
other federd entities involved with substance abuse and addiction issues. While the find report is not
expected until early this summer, CSAT has dready begun to address preiminary findings from the NTP
inits activities and programs.

While treatment is known to be effective, a gap in the availability of treatment continues to exist. The
substance abuse trestment field typicaly defines the treetment gap in one of three ways

1) availability and demand: Theamount of services available related to the prevaence of addiction
disorders and the number of individuas who identify themselves asinterested in entering trestment;
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2) access and demand: The services utilized in relation to penetration rates of services (geographic and
other availability of services), actua prevaence of disorders, and the number of individuas who identify
themsdves as interested in entering treatment;

3) funding and demand: The dollars actualy alocated by service type in relation to the prevalence of
addiction disorders and the number of individuas who utilize services.

Closing the trestment gap is an issue of ensuring that people in need of trestment recaive it; that sufficient
resources are available to deliver the quantity of services needed; and that the types and levels of care
needed areavailable. Closing thetreatment gap isespecidly important to those who could benefit from early
intervention and immediate treatment, in order to prevent the development of long term drug and acohol
problems. The Center for Substance Abuse Treatment has adopted the National Drug Control Strategy
mode for the treatment gap as well as the hedth and socid cogts associated with drug use. The targets
established by ONDCP for reducing the treatment gap are a 20% reduction by FY 2002 and a 50%
reductionby FY 2007. The specific performance measures, at are proposed for tracking progresson these
godsae

1) Reduction in the treatment gap
2) Reduction in waiting time for trestment, and
3) Improved client outcomes.

Only by engaging in a balanced set of programs focused on each of these targets will it be possible to
achieve the gods set forth in the National Drug Control Strategy. CSAT programs aso support the
Department’ s disease prevention and hedth promotion activitiesincluding Hedlthy People 2010, Women's
Health and Reducing Racial Disparities in Health Status. These activities condtitute the heart of
SAMHSA' s 2001 request based on a strategy to improve the accountability of and access to appropriate
treatment servicesthat ddiver qudity care. Thefollowing discusson presents specific CSAT activitiesand
the respective Drug Strategy targets that they are intended to affect.

Reduction in the Treatment Gap Through Increased Availability of Trestment

At the center of this Nation’s substance abuse problem is the lack of a comprehensive nationa system for
tregting of dcoholics and illicit drug users. Making effective trestment more available iskey to correcting
this problem.

Approximately 14 million people are current users of illicit drugs, with 2.58 million users between the ages
of 12-17 and 4.06 million between the ages of 18-25. Data indicate that 5.7 million Americans who are
abusing or are dependent on drugs are severely in need of addiction trestment. ONDCP reports that
exiging tlreatment capacity is sufficient for only about 20% of adolescentsinimmediate need of trestment
and that there are an estimated 4 million chronic drug users. They aso date that the National Association
of Drug Court Professionals has reported one of the main obstaclesto increasing the number of drug courts
is that the need for increased treatment resources is becoming more acute. Of these individudls, only 2.1
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million can be served through the exigting publicly funded treatment system, leaving a gap of 3.6 million
people severdly needing substance abuse treatment.  According to SAMHSA estimates, closing the
trestment gap would require spending up to $8 hillion at the Federd levdl.

When the trestment needs of problem drinkers are dso taken into consideration, the treatment gap only
widens. Of the esimated 111 million Americans who drink acohol, approximatdly 32 million report one
or more acohol-related problems. Approximately 4.6 million adolescents between the ages of 12-17 are
current users of acohoal; these underage individuas, by definition, are problem drinkers.

Two programsintegral to reducing the trestment gap are the Substance Abuse Prevention and Treatment
(SAPT) Block Grant and the Targeted Capacity Expansion (TCE) Program. Groundwork for the TCE
effort was completed in 1998, and significant increases were recaeived in 1999 for both TCE and SAPT
Block Grant programs. The FY 2001 request includes increases for both programs.

The TCE program is specifically designed to address gapsin loca trestment capacity by supporting rapid
and dirategic responses to the demand for acohol and drug abuse trestment services and through targeting
vulnerable, hard-to-reach populations. States target SAPT Block Grant funds to service needs by
incorporating data.on new and emerging problemsin their planning and alocation Strategies, but insufficient
funding and previous resource commitments often adversely affect their

capability torapidly addressnewly identified serviceneeds. Thegod of the TCE programisto provideloca
communitiesthe opportunity to create or expand service capacity through an integrated, creetive, timely, and
community-based response to a targeted, well-documented substance abuse trestment capacity problem.
Treatment services supported under TCE must be based on sound, scientifically-based theory or empirical
evidence of effectiveness.

Inan effort to target funding at local communities facing these and many other treatment issues, in FY 2001
CSAT proposes to create comprehensive systems of carein smaller towns, rurd areas, and mid-gzecities.
This expanson of targeted programs, cdled strengthening communities, will focus on encouraging the
development of crestive and comprehensive drug and acohol early intervention and trestment systems for
adults, but it will also have animportant adolescent component. Other popul ationstargeted by Strengthening
Communities include women, homeless, co-morbid, rurd, and poly-substance abusers.

The hedlth care system for adolescents is fragmented, insufficiently informed about specific adolescent
problems, andill equipped to effectively address many of the problemswith which teens present, especidly
giventhat many teens present with poly-drug use needs (e.g., dcohol and marijuanaand heroin). Y outh do
not do wdll in treetment programs designed for adults; rather, they need programs designed to meet their
specific needs. For example, traditiona 12-step addiction recovery programsusualy are, adjusted for teens
to focus on the fird five steps, which are more developmentaly appropriate for adolescents. Residentia
treatment programs need to beless confrontationd for teensthan adults and someteens may need treatment
longer than the standard 28 days (Treatment Improvement Protocol #31 - Screening and Assessing
Adolescents for Substance Use Disorders, 1999).
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Building upon program expansion to be accomplished in FY 2000, CSAT will dso fund additiona grants
inthe TCE-HIV/AIDS initiative. These efforts, which began with funding provided by the Congressond
Black Caucusin FY 1999, focus on enhancement and expansion of substance abuse treatment services
related to HIV/AIDS in African-American, Higpanic, and other racia/ethnic minority communities affected
by the twin epidemics of substance abuse and HIV/AIDS.

The SAPT Block Grant remains the primary tool the Federa government uses to support and expand
substance abuse prevention and treatment services. Federa funding for public trestment facilities, as a
percentage of dl funding being used at the State level for substance abuse treatment, ranges from alow of
11% in one State to a high of 84% in another. Increased funding is necessary to accommodate higher
sarvice costsaswell asto providefor additiond service capacity. Theproposed $1.631 billion funding level
for the SAPT Block Grant, together with other CSAT treatment program funding increases requested for
FY 2001, would providetreatment for approximately 414,000. Dueto theleveraging effect the Block Grant
has on State and loca governments, total trestment capacity through publicly-funded programsin FY 2001
will serve an estimated 900,000 persons.

Reduction in Waiting Time Through Improved Accessto Treatment

In addition to the obvious need for additional treatment capacity, reducing barriers to treatment and
improving access are essential componentsto achieving thetarget of reducing the waiting timefor trestment.
Access to trestment services is a sgnificant issue which cuts across numerous populations.  Even with
sgnificant advancesin the art, science and technology of substance abuse trestment, little improvement will
occur in the overal hedth of the population if they cannot access the care they need.

Often, the waiting time to enter treatment deters substance abusers from actualy entering. There are
extensive waiting lists for treatment and ancillary services in many States. People who are not easy to
contact, such as homeless people, are often dropped from the lists. There are many other barriers to
trestment including inadequate financid resources; lack of timely treatment; lack of child care, outreach and
other related services; lack of easy physica access; and a variety of other barriers. The Srengthening
Communitiesinitiativewill encouragethe devel opment of creetive, comprehensive and accessibledrugand
acohal treatment systems in locations with continuing mgor drug problems. CSAT plans to continue its
work on parity for substance abuse trestment services as well as on the need for gender, culturaly and
linguitically appropriate services. Continuation of the Recovery Community Support Program will assst
inproviding the recovery community with a public voiceto communicateits unique perspectives and ingghts
regarding theformad delivery systems, aswell as heighten public awvareness and ded with anti-gigmaissues.

Improved Effectiveness, Quality and Outcomes of Trestment

Central to trestment successis the adoption of best practices within the service system. Recently acquired
knowledge providesthe impetus for agreater focus on knowledge application activitiesin FY 2001. These
activities will include product development and dissemination activities as well as technology transfer and
traning.
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The FY 2001 request proposes continuation of the Practice/Research Collaboratives program, designed
to bring researchers, providers, and other community leaderstogether to review available dataon substance
abuse treatment, develop plans to improve services, and conduct studies needed to assure that
improvements are made. Another component of this effort is the expanson and broadening of an existing
network of curriculum developers, trainersand consultantsthat isregionally based and sengitiveto particular
needs of that region.

CSAT, together with its State partners and the trestment community, isactively engaged in the devel opment
of performance and outcome measurement ingruments and monitoring systems. The god of these
technologies is to make the provider community more accountable by having more effective, data-based
monitoring of treatment activities.

CSAT isadso assuming respongbility for oversight and monitoring of trestment qudity in the nation’ sopioid
addictiontreatment system. ThisinvolvesFederdly approved programsand individud practitionersthat use
anti-addictionmedi cationssuch asmethadone, | evo-acetyl-a pha-methadol (LAAM) and newer medications
currently under research (e.g., buprenorphine). More focus will be directed to the need for trestment
providers to upgrade the quaity of services and pay more attention to the outcomes of care,

Substance abuse affects awide range of other socid service systems (e.g., hedth, menta hedlth, crimina
justice, welfare, labor, etc.). Agencies across the Department of Health and Human Services, and across
al of the Federd Government, aswel as States, loca communities and providers, must work in concert to
reduce substance use and abuse. In FY 2001, CSAT plansto continue partnering efforts with: NIAAA,
in evaluating adolescent dcohol treatment strategies and preventing DUI recidivism; CDC, in looking at
substance abuse and HIV; NIDA, in collaborating on effective trestment approaches; and, the Department
of Judtice, in assuring current technical assistance for substance abuse treatment in the justice system. In
addition to these types of ongoing activities, CSAT plans to form new partnerships looking a welfare and
job training, expanding family drug courts, providing substance abuse treetment services for the cognitively
and physically disabled, and other opportunities for collaboration as they arise.

The subgtance abuse treatment system is a mixture of trestment modalities, clients and trestment needs.
CSAT bdievesthat only by engaging in abalanced set of activitiesthat istargeted toward each of the areas
discussed above, will it be possible to achieve the goals set in the National Drug Control Strategy of
reducing the number of substance abusers and the hedlth and socia costs of drug use.
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KDA PROGRAM ACCOMPLISHMENT

Program/Initiative: Rwc/PPw CROSS-SITE EVALUATION

In FY 1996, CSAT initiated a cross-site evauation of 24 Pregnant and Postpartum Women (PPW)
Demondtration Programs grantees and 26 Residentid Women and Children (RWC) grantees. The
evauation focused on the effectiveness of the programs in reducing substance abuse and illegd activities
among the women; factors that contribute to retention in residentia trestment, successful completion of
treatment, and treatment outcomes, and, improvement in the overal hedth and welfare of children who
participate in resdentia trestment with their mothers. All findingsto date are preliminary, but some strong
trends gppear in preliminary anayses.

Goal 1: Treatment Retention and Length of Stay

Retentionin treatment and completion of treatment are goas of RWC/PPW programs, since many studies
find that alonger length of stay and trestment completion are linked to better trestment outcomes.

Findings.
1 Theaverage client length of stay in the programs was 151 days (about 5 months).

1 Womenwho brought infantsor young childrenwith theminto RWC/PPW trestment had higher program
completion rates and longer average length of stay than women who did not bring any of their children
into treatment.

Goal 2: Infant Morbidity and Mortality
Findings.

1 Prdiminary findings strongly support the vaue of resdentid substance abuse treatment for pregnant
women in reducing adverse birth outcome. The percentage of low birth weight births among PPW
pregnancies (5.7%) wasfar lower than the averagerate for drug-exposed infants (30%), based on prior
Sudies of prenata drug use, and lower than the nationd rate of 7.5 % for the generd population.

1 The beneficid effects of treatment in reducing rates of pre-term and low birth weight deliveries were
especidly pronounced among African-American women. Rates of adverse outcomes of in-treatment
pregnancieswerenot just lower than woul d be expected for substance abusingwomen, but considerably
lower than are seen in the genera population. Compared to rates of low birth weight delivery of 30 %
among al substance abusing women and of 13 % among African-American women in the genera
population, the rate of low birth weight ddliveries among African-American PPW clients was 6.7 %.
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1 Prior to entering treatment, the percentage of reported infant deaths among PPW clients was 1.5 %,
twicethenationd average (0.7%). The PPW/RWC program infant mortality rate of 0.3 %, is far below
the expected rate for substance-abusing women and lower than the national average.

PREGNANCY OUTCOME FINDINGSFOR PPW CLIENTS!

PPW CLIENTS
PRIOR TREATMENT
ALL U.S. PREGNANCIES PREGNANCIES
MORTALITY/MORBIDITY INDICATOR WOMEN 19972 (N=4,218 L Bs) (N=592 L Bs)
MORTALITY
Fetal mortality rate (per 100 LBs and FDs) 0.7 7.7 15
Infant mortality rate (per 100 LBs) 0.7 15 0.3
MORBIDITY
Low hirth weight rate (per 100 LBs) 75° 6.8 5.7
Pre-term delivery rate (per 100 LBs) 11.4° 6.9 7.3
NICU rate (per 100 LBs)’ - 55 10.6
AOD-positive rate (per 100 L Bs)® - 10.7 9.1

1 LB =livehirth; FD = fetal death (miscarriage or stillbirth).
2 Source: MacDorman, M. & Atkinson, J. Infant mortality statistics from the 1997 period linked birth/infant
death data set. National Vital Statistics Report; vol 47 no. 23. Hyattsville, MD: National Center for Health

Statistics).

Lessthan 2,500 grams (5 Ibs., 8 0z.).

N o o &~ W

live births.

Births of less than 37 completed weeks of gestation.
Number of infants who received treatment in a hospital Neonatal Intensive Care Unit per 100

Number of fetal deaths of 20 weeks or more gestation per 100 live births plus fetal deaths.
Number of infant deaths (under one year of age) per 100 live births.

8 Number of infants who tested positive for acohol or drugs per 100 live births.

Goal 3: Changesin Women’sBehavior

Reducing drug use and involvement in crimind
behaviors are two mgor objectives of the
RWC/PPW programs.  Client behaviors were
compared during the 6 months following trestment to

their pre-treatment behaviors.
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% Women Using Alcohol or Other Drugs
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Findings (preiminary):

I Womenin RWC/PPW programs demonstrated significant reductions in the use of drugs and acohal
after trestment, with trestment compl eters demonstrating grester reductionsin substance use compared
to non-completers.

Both RWC/PPW treatment completers and non-completers reported far less involvement in illega
activitiesafter trestment, with completers demonstrated agrester reductioninillegd activities than non-
completers. Among completers, 52 % reported involvement inillegd activitiesin the 30 days prior to
admisson while 13 % reported involvement in illegd activities in the 30 days prior to their post-
treatment interviews. Among non-completers, 45 % reported involvement in illegd activitiesinthe 30
days prior to admission versus 20 % in the 30 days prior to their follow-up interviews.

Goal 4: Family Preservation

Many clients were a high risk for losing custody of their children, or had aready lost custody of their

children at the time of trestment entry. Another objective of these programs was to see if RWC/PPW

trestment participation might influence preservation of the family.

Findings (preiminary):

I Treatment participation and completion were positively related to the retention of child custody; 95 %
of children who entered trestment with their mothers remained in their mothers' care at trestment exit
if their mothers completed treatment.

I Approximately 75 % of childrenwhowereinfoster carejust prior to admissionweredischarged totheir
mothers custody at treatment exit.

Application:

The results of the RWC/PPW cross-site evauation are preiminary. When find results are available, they
will be disseminated widely to trestment providers to put into practice.
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Program/Initiative: MARIJUANA TREATMENT PROJECT (MTP)
The MTP (Marijuana Treatment Project), is a three-year, randomized clinical trid investigating the
effectiveness of brief interventions for individuals who are dependent on cannabis. The project compared
two focused treatments for dependent individuals from differing socio-economic and racid backgrounds.
Goal: Determine Effectiveness of Brief I nterventions
1 The MTP project sought answers to two primary questions:

--Are focused interventions any more effective than no treatment for marijuana problems?

-- Does a nine-session treatment produce better outcomes than a two-session treatment?
Findings.

» Asfew astwo trestment sessions (brief trestment) for marijuana use produces a significant reduction
in smoking behavior.

» Nine sessons (extended) produces a sgnificant proportion of abstinence and reduction aswell.
» Both the brief and extended treatment sessions are more effective than no treatment.
Application:

Cannabis dependenceisthe most common form of dependence associated withillicit drugs. Recent surveys
of publicly funded drug trestment programs, Drug Abuse Treatment Outcome Study (DATOS) and Nationa
Trestment Improvement Evauation Study (NTIES), found that alarge percentage of admissions reported
the primary drug problem for which they sought treatment was marijuana use or marijuanain combination
with acohol. Despite the large number of people seeking treatment for cannabis dependence, there has
been no consensus within the scientific or dinica community about the type or intensity of trestment thet is
optimaly effective. The MTP results are being communicated to the trestment providers nationwide,
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SUBSTANCE ABUSE AND MENTAL HEALTH SERVICES ADMINISTRATION

Center for Substance Abuse Treatment
Mechanism Table

(Dollars in thousands)

FY 2000 FY 2000
FY 1999 Pre-Rescission Final FY 2001
Actual Appropriation Appropriation Estimate
Knowledge Development and Application: No. Amt. No. Amt. No. Amt. No. Amt.
Grants/Cooperative Agreements:
COoNtiNUATIONS. ..ottt 131 $56,043 150 $44,675 150 $44,675 117 $55,662
Competing: '
N W . 65 18,806 31 14,000 31 14,000 30 4,500
Supplements:
Administrative................o
CoOmMPEetiNg...oovuiiiiiii 7 1,000 7 1,000 14 7,600
Total, Grants/Cooperative Agreements...... 196 74,849 188 59,675 188 59,675 161 67,762
[OF o] 114 = 1] £ T 126 39,165 125 39,534 125 39,534 67 26,947
Technical ASSIStanCe.........ccoeeerveienciienene 186 236 15 250 15 250 15 250
REVIEW COSES....cceiiviiieeeeeeeeeeea e 10 797 10 800 10 800 4 300
Total KDA ... 348 115,047| 338 100,259| 338 100,259 247 95,259
Targeted Capacity Expansion:
Grants:
CoNtiNUAtIONS. ...t 41 24,445 112 55,381 112 55,381 171 85,352
Competing:
N W . 65 28,880 100 54,416 100 54,416 103 48,819
Renewal.. 41 24,445
Total, Grants.......oviiiiiii i 106 53,325 212 109,797 212 109,797 315 158,616
CONtrACTES . .o 1 1,971 5 4,465 5 4,465 5 4,500
Technical Assistance.............cccoceeviiiiieinnn, |
REVIEW COSIS.......cvvveeeiiiiiiiceeiiiiieeeeiiiaeee 7 43 7 45 7 45 7 45
Total Targeted Capacity Expansion............. 114 55,339 224 114,307| 224 114,307| 327 163,161
Substance Abuse Block Grant:
Total, Substance Abuse Block Grant.............. 60 1,585,000 60 1,600,000 60 1,600,000 60 1,631,000
Set-Aside (NON-AAA).....oooueieeiiaieeieieeiee (79,250 (80,000 (80,000 (81,550
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D. Center for Substance Abuse Treatment
1. Knowledge Development and Application

Authorizing Legidation - New legidation has been submitted.

2000 2000 I ncrease
1999 Pre-rescission Final 2001 or
Actual Appropriation Appropriation Esiimate Decr ease
BA ........ $115,297,000 $100,259,000 $100,259,000 $95,259,000 -$5,000,000
2001 Authorization
PHSA Section 501 . . .. ... Indefinite

Purpose and Method of Operation

CSAT’s Knowledge Development and Application program, begun in 1996, was designed to support
development and testing of new and innovative trestment gpproaches, disseminate information on those
systems shown to be mogt effective, and promote the adoption of best practices. A mgor focus has been
on knowledge development with programs such as. Marijuana Interventions for both adults and youth;
Methamphetamine Treatment; Homel essness Collabor ations; Criminal Justice Treatment Networks
the Community Action Grant program; and Treatment for Adolescent Alcohol Abuse and Alcoholism.
CSAT has continued to provide phase-out funding for the pre-1996 demonstration programs, such asthe
Residential Treatment Program for Women and Their Children, the Pregnant and Post-Partum
Women's Program, and the Rural, Remote, and Culturally Distinct program, so that important
evauations of these programs could be completed.

Another magjor purpose of CSAT KD&A resources has beenin support of anetwork of regionally-based
curriculum devel opers, trainers, and consultantsthat is sengitiveto the particular cultural and treatment needs
of the people in that region (the Addiction Technology Transfer Centers, or ATTC's). The types of
sarvices availadle from this network range from traditiond training activities through on-dte assstance and
mentoring. In addition, CSAT’s Practice/Research Collaboratives program, new in 1999, is designed
to bring researchers, providers, and other community leaderstogether to review available dataon substance
abuse and substance abuse trestment, to devel op plansfor improving the servicesthat are available, and to
conduct evauation studies needed to assure that the improvements are made.

KD&A funding supports the various evauation projects underway at CSAT, including the Per sistent
Effects of Treatment Sudy (PETS), Managed Care Sudies, Nationad Evauation Data Services
(NEDYS),; and the review of National Health Spending. Data from this family of sudies are providing
va uable knowledge about “what works’ in substance abuse treatment, the relative costs of treatment, and
the long-term financia and human benefits of trestment. This knowledge is compared to overd| societa
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costs of the failure to provide appropriate and effective treatment and rehabilitation of substance abusers,
whether through programs funded by Federd, State or loca governments, or by the private sector.

Funding for the Knowledge Development and Application program during the last five years has been as
follows

Funding ETE
1996 ........... $89,777,000
1997 ........... 155,868,000
1998* .......... 131,136,000
1999* .. ........ 115,297,000
2000* .......... 100,259,000

* Excludes funds transferred to the Targeted Capacity Expansion budget line.
Rationale for the Budget Request

The budget proposesareduction of $5 million for thisactivity for 2001. CSAT will have sufficient available
funding to support the continuation of dl Knowledge Development and Application projects.

The KDA program will support actionsrequired to transfer the Department of Health and Human Services
overdght of methadone/LAAM treatment programs from the Food and Drug Adminigtration (FDA) to
SAMHSA/CSAT (Opioid Treatment ProgramAccreditation). Ingtituteof Medicine(IOM) and Nationa
Ingtitutes of Health (NIH) consensus pand s both recommended that aregulated system of accreditation for
America s opioid agonist thergpy clinics would be far superior to the current, outdated system of direct
federd ingpection. Thisresponsbility has been assigned to SAMHSA and CSAT. When accreditation is
fully implemented, anticipated outcomes include:

C A SAMHSA/CSAT accreditation program using procedures comparable to those used in the rest of
the hedlthcare system. It is expected that opioid treatment programs/clinics will be modernized and
brought into the mainstream of medica care.

C Accreditation surveys by treatment professonas. The accreditation process will promote continuous
quality improvement procedures in each treatment clinic surveyed.

C Better trestment outcomes. Even more than the current estimate of 15% of patients should become
gable and digible for less intengve trestment in an office-based opioid therapy (OBOT) setting.

One of the domains identified by the Nationd Treatment Plan was “Reducing Stigma and Changing
Attitudes’. To further incorporate recommendations from the NTP, CSAT intends to re-announce the
Recovery Community Support Program (RCSP) which is designed to increase public understanding about
consumers of substance abuse treatment services by collaborating with agrassroots congtituency in support
of recovery. The NTP recognized that thisinvolves more than government entities; in fact, that the private
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sector including community groups, chambersof commerce, faith communities, and privatefoundations must
playamaor role. Tothat end, CSAT will expand the scope of the RCSPinitiative and increase stakehol der
involvement in an effort to help eiminate the stigma associated with drug addiction and increase the
recognition that drug and & cohol addiction aretreatable diseases. The estimated amount of funding for this
initiativein FY 2001 is $4 million.

Ancther of the NTP domains for which CSAT has dready implemented preliminary recommendations is
“Improving and Strengthening Treatment Systems’. The Community Action Grant program, begun in FY
1999, provides communities with resources to devel op consensus on adoption of a best practice and to
implement that practice using providers who wish to work with othersin their communities to improve the
availability of substance abuse treatment. Estimated funding for this programin FY 2001 is $1 million.

The Addiction Technology Transfer Centers (ATTCs) are planned for continuationin FY 2001 in order to
provide training and technical assstance resources to support the implementation of the NTP's
recommendations. The NTP further recommends the development of training programs or courses for
organizationd leaders, focusng on management skills (eg., hiring and retention issues, alocation of
resources, infrastructure development, facilities improvement, etc.). The ATTCsdso servein thetraining
of trestment providers in areas such as culturad competence, assessment and monitoring processes. The
estimated amount of funding for thisinitiative in FY 2001 is $7.5 million.

A third NTP domain for which CSAT haslaid the groundwork is* Connecting Research and Services’. In
FY 1999, the Practice/Research Collaboratives (PRC) program was begun, a program which brings
researchers, providers, and other community leaders together to review available data on substance abuse
and treatment and develop plans for improving the services that are available. Nine PRC Devel opment
grantswere awarded in FY 1999. The second phase, Implementation Grants, to be funded in FY 2000,
will alow grantees the opportunity to focus on the highest priority needs for both research and knowledge
goplication by actualy implementing the plan developed by the network. The estimated amount of funding
for thisinitiative in FY 2001 is $3 million.

The distribution of KDA resources for salected program areas follows:

1999 2000 2001
Actud Edimae Edimate Difference
Recovery Community Support Program
Amount (thousands) ............ $3,662 $3,662 $4,000 +$338
Number of Recovery Community Support
Program Awads. . ............. 19 19 22 +3
Community Action Grant

Amount (thousands) ............. $1,000 $1,000 $1,000



1999
Actud
Number of New Community
Action Grant Awards ........... 10
Addiction Technology Transfer Centers
Amount (thousands) ............ $7,792
Number of Recovery Community Support
Program Awards. .. ............ 14
Practice/Research
CollaboraivesAmount . ......... $1,750
Practice/Research

CollaborativesAwards .......... 9

2000
Edimate

10
$7,792
14

$3,000

2001
Edimate

111

Difference

10
$7,500
14

$3,000
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D. Center for Substance Abuse Treatment
2. Targeted Capacity Expansion

Authorizing Legidation - New legidation has been submitted.

2000 2000 I ncrease
1999 Pre-rescission Final 2001 or
Actual Appropriation Appropriation Edimate Decr ease
BA ..... $55,089,000 $114,307,000 $114,307,000 $163,161,000 +%$48,854,000
2001 Authorization
PHSA Section 501 . ... ..., Indefinite

Purpose and Method of Operation

Fewer than two millionof the morethan five million personswho use and abuse d cohol and other drugscan
be served through existing publicly-funded treatment systems. Substance abuse patterns vary greetly
regiondly and localy across the United States, from increased heroin use in the Northesdt, to
methamphetamine use in the Southwest and Midwest. Thisfact, coupled with the significant gap between
available trestment capacity and current demand, often impedes the existing trestment system’s ability to
quickly and drategicaly respond to emerging needs. This program provides local communities the
opportunity to create or expand theability to provide anintegrated, creative and community-based response
to atargeted, well-documented substance abuse treatment capacity problem.

In FY 1998, CSAT initiated the Targeted Capacity Expanson (TCE) Program to provide for rapid and
dtrategic responses to the demand for substance abuse treatment services that are more local and regiona
in nature. Examples of this included expanson of specidized services for women in three regions of
Colorado, especidly theunderserved rura areas,; expansion of outpatient methadonetreatment in the under-
represented areas of Chicago; and expanson of medicad and non-hospital detoxification services in
Philadelphia. Grantswere awarded to municipa, County, State and triba governmentsto help closethe gap
intreatment for emerging substance abuse problems. CSAT awarded 65 new grantsin FY 1999. Included
in this number were 35 grants to address the crigis that exists regarding substance abuse and HIV/AIDS In
African American, Hispanic, and other racia and ethnic minority communities. The FY 2000 gppropriation
provided sufficient funding to continue al 106 grants that were awarded in FY 1998/99, and to make
approximately 70 new TCE grant awards and 30 new TCE-HIV/AIDS grant awards.

The expected outcomes of the TCE program are:

C Increased accessibility to trestment;
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Reduced trestment gap;

Reduced demand for illegd substances;

Reduced or iminated waiting time to enter treatment;
Reduced number of chronic substance abusers.

OO O OO

While there are many sub-populations that are intended to be targeted with these funds, onein particular is
youth. A 1991 report from the Office of Technology Assessment quoted estimates that suggested one of
every five adolescents has at least one serious hedlth problem. The report aso concluded that there are
major barriersthat adolescentsfacein gaining accessto treatment. Although adol escentswho are both poor
and membersof racid or ethnic minority groups are at particular risk because of alack of safety netsto help
them negotiate these difficult years, the problems are not confined to this population. 1ssues rdated to
availability, access, income, insurance coverage, lega chalenges, and other potentid socid-psychological
barriers are causing adolescent hedlth issues to emerge in al sectors of society. Without a focused,
coordinated approach, fostered by the multiple Federd, State, and local agenciesthat share aportion of the
adolescent hedth treatment and prevention efforts, gppropriate heath promotion, early intervention,
treatment, and necessary environmental support will continue to deteriorate, placing more of our Nation's
youth at risk.

Funding for the Targeted Capacity Expansion program during the last five years has been as follows:

Funding FTE
1996 ............
1997 ...,
1998* . .......... $24,732,000
1999* .. ......... 55,089,000
2000% .. ......... 114,307,000

* Reflects funding transfer from the Knowledge Development and Application budget line.
Rationale for the Budget Request

In support of ONDCP s god of reducing the trestment gap, the FY 2001 request includes $163.1 million
for the TCE program in 2001, an increase of $48.9 million over the 2000 current estimate. The proposed
increase will fund approximately 100 new grants. The budget request would provide treatment for
approximately 24,000 more individua s than the 2000 appropriation, atotal of over 65,000 persons served
by TCE-funded programs.

The design of the FY 2001 TCE program isthregfold. Firgt, and historically, the core program is designed
to address gaps in treatment capacity at the local level by supporting rapid and Strategic responses to
demand for acohol and drug abuse treatment services. The response to treatment capacity problems may
incdude communities with serious, emerging drug problems (eg., dcohol and marijuana for youth;
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methamphetamine in the Midwest; heroin and cocaine in the East), as well as communities with innovative
solutions to unmet needs. Thecore TCE initigtivein FY 2001 will focus on vulnerable populationsincluding,
but nat limited to, youth, women, homeless, co-morbid and rurd. The estimated amount of funding for this
activity in FY 2001 is $24.4 million.

Second, continuing the agenda set by the Congressional Black Caucus in FY 1999 and continued and
expanded in 2000, the HIV/AIDS TCE initiative in African American, Hispanic and other ethnic/racid
minority communities will be expanded. The estimated amount of funding for this activity is $15 million.

Third, the request includes an initiative designed to enhance both drug and acohal treetment availability and
accessability in smal towns, rurd aress, and mid-size cities for both adults and adolescents.  This
Srengthening Communities initiative will focus on encouraging the development of cregtive and
comprehensive drug and acohal treatment systemsin areaswith continuing magjor drug problems. Emphasis
will be placed on helping communities help themsalves to create: (1) primary care treetment and referra
steswhich would serve those users for whom brief interventions would be effective (e.g., marijuana and
alcohol abusers) and refer those who require more intensive trestment to the specidity treatment system
(e.g., heroin and crack cocaine addicts); (2) networks to ease addicts access to services throughout the
city, and trangition recovering addicts back to the community; (3) early intervention servicesto providelow-
intengity services to people whose substance-related problems are not yet severe; (4) comprehensive
trestment centers designed to house different treatment modes under one roof in order to enhance
cooperation between and among providers for better care; (5) detoxification plus treatment programs to
detox patients economicaly and effectively and ensure their immediate entry to trestment; and (6) outreach
activities which research has shown to be very effective in facilitating access to treetment. The estimated
amount of funding for this activity is $34 million.

Associated with the TCE god of increasing trestment capacity is the need to increase accessibility and
diminate systemic barriersto treatment. Thisisthe focus of the Strengthening Communities initiative. In
developing future policies gpplicable to TCE program, the possibility of induding a matching requirement
will be considered. Large proportions of acohol and drug usersare found in popul ations served by avariety
of hedth and human service agencies. Primary care organizations, socid service agencies, mental hedth,
welfare, and child welfare agencies, jails and detention centers each contain significant numbers of drug-
and/or dcohol-dependent individuas. There is some evidence, in fact, that substance-abusing individuas
are more likely to be found or seek help from other than substance abuse treatment specidty service
organizations. However, thereis aso evidence that the organization, financing, entitlement, and authorities
of hedth and human service systems and other public systems have competing requirements that create
barriers to access to the needed type and intensity of substance abuse treatment (rehabilitation) services.
TheFY 2001 proposa wouldimplement inter-organizational model sthat improveaccessto substanceabuse
trestment services from other hedlth, human service, and crimind justice organizations.

These proposals further the goas of the National Treatment Plan domain of “Closng the Treatment

Gap’. Inorder to closethetreatment gap, it isnecessary to develop aplan that would alow for the effective
and gppropriate care of dl individuasin need of treatment regardless of demographic or other factorsthat
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may impede accessto care. From preliminary NTP findings, three areas for attention emerged: resource
adlocation; quality care and outcome measures, and, inter-system linkages. The core TCE program aswell
asthe HIV/AIDS TCE program have focused on resource dlocation (e.g., provison of full continuum of
care, increased financia resources, sustained funding for identification, assessment, monitoring, etc.) and
quaity care and outcome measures (e.g., evidence-based standards for quality care and practices,
consensus on critical data elements to measure quality of care and treatment outcomes for clients and
providers).

The Srengthening Communitiesinitiative continueswith thefirst two areaswhilea so addressing thethird
which istheissue of inter-system linkages, emphasizing the benefit of multiple sysems working together to
ensure that gppropriate effective care is available to dl individuas in need of treatment - a“No Wrong
Door” approach. It isthisinitiative which seeksto create aframework for dcohol and drug trestment, so
that regardless of which human service or crimind justice system an individual appearsin, that person can
be identified, assessed and treated in a clinicaly appropriate manner. These recommendations, taken
together, provide astrategy to addresstheissues of ensuring that thosein need of treatment actually receive
it, ensuring that sufficient public and private resources are available, and ensuring that the types and levels
of care needed are available. That isthe mgor focus of the TCE program.

In developing future policies gpplicable to this program, the possibility of incuding a matching requirement
will be consdered.
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D. Center for Substance Abuse Treatment
3. Substance Abuse Prevention and Treatment Block Grant

Authorizing Legidation - New legidation has been submitted.

2000 2000 I ncrease
1999 Pre-rescission Final 2001 or
Actual Appropriation Appropriation Edstimate Decr ease
Total ... $1,585,000,000 $1,600,000,000 $1,600,000,000 $1,631,000,000 +$31,000,000

(Treatment)  ($1204600000)  ($1216000000)  ($1216000000)  ($1,239,560,000) (+$23,560,000)

2001 Authorization
Substance AbuseBlock Grant . ........... . .. . . Expired

Purpose and Method of Operation

The purpose of the SAPT Block Grant (SAPTBG) is to support treatment and prevention services for
persons at risk of or abusing acohol and other drugs. It is the cornerstone of States' substance abuse
programs, accounting for 40% of public funds expended for trestment and prevention (1995). The SAPT
Block Grant is designed to provide States the flexibility to plan, carry out and evaluate substance abuse
prevention and treatment servicesto individuas and families, Federa funding for public trestment fadilities,
as a percentage of dl funding being used at the State-leve for substance abuse trestment, rangesfrom alow
of 11% in one State to a high of 84% in another. 1n1997, nineteen States reported that they received the
majority of their funding for support of substance abuse from the SAPT Block Grant. Over 7,500
community-based organizations receive SAPTBG funding.

The SAPTBG isaformula-driven grant, and it includes numerous mandatory distributions and set-asides
as prescribed in current law. Although reauthorization legidation has been introduced, P.L. 102-321
continues to be the legidative authority for ditribution and management of the SAPTBG. For FY 2000,
the appropriations act provided that “ Each Stat€' s dlotment for fisca year 2000 for programs under this
subpart [Section 1933(b), Public Health Services Act] shdl be equa to such State's alotment for such
programs for fiscal year 1999...." unless the total appropriated for the SAPTBG were less than 1999
gppropriation. Thisone year hold harmless provison has been applied to FY 2000 State alotments.

Data collected from the SAPTBG gpplication do not provide information on services delivered to one very
vulnerable population, homeless persons.  Recent changes to the SAPTBG application include new
voluntary outcome measures for the “living status’ of the clients. These data collection effortswill provide
abasdine of information related to homeless persons served through CSAT programs and will be available
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at the end of calender year 2000. States have, however, exercised their discretion to use SAPTBG funds,
as well as State funds, to provide treatment to those who are homeless.  Through other reporting
mechaniams, States haveindicated that homel ess persons account for 21.3% of dl admissonsfor substance
abuse to publicly funded programs (Trestment Episode Data Set, 1999). The following are examples of
programs funded through the SAPTBG that provide for the homdess:

C Pennsylvania -The development of a "Family Life Enrichment” program for homeless recovering
persons and their families.

C Michigan - Outreach activity for IDUs a women's shelter and homeless shelters.

C Cdifornia- Centra intake mobile unitsto provide assessment and referrd at two homelessshelters,
the main county jail, and one county menta hedlth regiond office.

C New Y ork - On-dte eva uation/engagement and referral service to men and women living in more
than ten New Y ork City Homeless Shelters.

C Minnesota - Five programs for chronic and homeless users that demonsirated a cost-effective
system for the care of chronic and homeless users so that community costs are reduced.

C Indiana - Intensive outpatient and intervention servicestargeted for the homel ess men and women.
Expected outcomes from the SAPT Block Grant are as follows:

Increased bility to treatment;

Reduced trestment gap;

Reduced demand for illegd substances;

Reduced or eiminated waiting time to enter trestment;
Reduced number of chronic substance abusers.

OO OO OO

The federa Block Grant set-aside supports activitiesfocusing on the devel opment of outcome measuresto
ass g the States in monitoring and evauating trestment services funded by the SAPTBG. These activities
include the Treatment Outcomes and Performance Pilot Studies (TOPPS | and I1) to determine whether or
not exportable models of outcome studies could be developed. Aswith the Targeted Capacity Expansion
Program, measureswill includethe number of people served, outcomeswhich aretill being determined, and
customer satisfaction with thetechnical assistance provided to the States. Recent TOPPS accomplishments
are described in the summary following this section.

The development of performance and outcome measures for the Substance Abuse Block Grant througha
collaborative partnership hasbeenidentified asacritica need. Such an approach requirestimetoimplement
and complete, and TOPPS and other rdated activitiesarein placeto accomplish thisgoa. Stateswill report
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thisinformationintheir gpplicationsand therdiability and vaidity will beassessed through project monitoring
and periodic compliance reviews.

Funding for the Substance Abuse Prevention and Treatment Block Grant program during the last five years
has been asfollows:

Funding ETE
1996 ........... $1,234,107,000 18
1997* ......... 1,360,107,000 18
1998* ......... 1,360,107,000 18
1999 ........... 1,585,000,000 18
2000 ........... 1,600,000,000 18

* Includes the $50 million SSI supplement provided by P.L.104-121.

Data Elements Used to Calculate State Allotments

FY 2000: The Congressiond gppropriation language specified that “ ...each State's allotment for fiscd year
2000 for programs under this subpart shall be equa to such State's dlotment for such programs for fisca
year 1999." SAMHSA cdculated the FY 2000 dlotments such that no statewould receivelessin FY 2000
than it received in FY 1999. The factors and their data sources used to calculate the dlotmentsin the FY
2000 table are:

C

Tota Persond Income (TPl) - Bureau of Economic Andyss, Department of Commerce,
downloaded from BEA website http://mwww.bea.doc.gov/bea/dr/spitbl-d.htm#table2 - Table
2, Persond Income by State and Region, 1993-1997, release date 9/14/98, dlso available from
http://www.bea.doc.gov/bea/ar 1098renvtablel.htm.

Resident Population - Bureau of the Census, Department of Commerce, downl oaded from Census
website, text file AG9797.txt, 1990-t0-1997 Annud Time Series of Population Estimates by Age
and Sex, By Single Year of Age and Sex, public release date 7/21/98. Census website is
http: //www.census.gov/popul ation/estimates/state/stats/ag9797.txt. (data as of 7/1/97).

Tota Taxable Resources (TTR) - Office of Economic Policy, Department of the Treasury,
provided directly to OAS via e-mail, filename NM98EST.wk4, release date 9/30/98, Tota
Taxable Resources, 1994-1996.

Populationdatafor theterritoriesbased on 1990 Census Dataexcept Micronesiaand theMarshdll
Idands. Population datafor Micronesaand the Marshal Idands are based on 1980 census data
and the average rate of population change from the 1980 to the 1990 census. Because Micronesia
and the Marshd| 1dands had entered into a Compact of Free Associationwith the United States,
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they were no longer considered territories in 1990 and therefore were not included in the 1990
census.

C A Cost of Services Factor which includes the following: Fair Market Rents for the Section 8
Housing Assistance Payments Program — Fiscal year 1997, fromthe U.S. Department of Housing
and Urban Development, Federal Register, September 20, 1996, Vol. 61, No. 184, pages
49576-49635, from website http://www.hud.gov and then ftp@ftp.aspemsys.com. 1990
Census mean hourly wages for selected industries and occupations (specid datafile prepared by
the Bureau of the Census) updated using the percent changefor HCFA mean hourly hospitd wages
(unadjusted) for FY 1990 (from a special data file prepared by the Hedth Care Financing
Adminigration) and FY 1993 hourly hospital wagesdeveloped fromthe FY 1997 HCFA Hospital
Inpatient Progpective Payment System Wage Rates [published in the Federal Register, August
30, 1996, Val. 61, Number 170, pages 46165-46215 with corrected data published in the
Federal Register December 19, 1996, Vol. 61, Number 245, pages 66919-66923] inthe HCFA
public use file “HCFA Hospitd Wage Index Survey File’ of Hospitd Inpatient Prospective
Payment System FY 1997 Rates downloaded from website
http: //www.hcfa.gov/stats/pufiles.htm and corrected per the December 1996 revisions.

FY 2001: Thefactors and their data sources used to caculate the dlotmentsin the FY 2001 table are:

C Total Personad Income (TPl) - Bureau of Economic Andyss, Department of Commerce,
downloaded from BEA web ste  http://www.beadoc.gov/bealregiona/spi/summary.htm State
Personal Income, 1994-1998, rel ease date 7/27/1999.

C Resident Population - Bureau of the Census, Department of Commerce, downloaded from Census
website, text file AG9898.txt, Population Estimatesfor the U.S. and Statesby Single Y ear of Age
and Sex: July 1, 1998, public release date 6/15/1999. Census web dte is

http://mwww.census.gov/popul ati on/estimates/state/stats/.

C Totadl Taxable Resources (TTR) - Office of Economic Policy, Department of the Treasury,
provided directly to OAS via email, filename NM99EST .wk4, release date 9/30/1999, Tota
Taxable Resources, 1995-1997, now also avalable on the Treasury web dte
http://www.treas.gov/ttr.

C Populationdatafor theterritoriesbased on 1990 Census Dataexcept Micronesiaand theMarshdll
Idands. Population data for Micronesa and the Marshal 1dands are based on 1980 census data
and the average rate of population change from the 1980 to the 1990 census. Because Micronesia
and the Marshall Idands had entered into a Compact of Free Association with the United States,
they were no longer considered territoriesin 1990 and therefore were not included in the 1990
census.
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C A Cost of Services Index Factor, updated for this fisca year under a three-year periodic update,
which indudes the following:

Far Market Rents for the Section 8 Housing Assistance Payments Program — Fiscal Year
2000, downloaded from the HUD web ste http:/www.huduser.org/datasets/fmr:  (a)
fmr2000f.dbf, dbasefile, released 10/1/99, created 9/23/99 (dbaseisthe only machine-readable
format in which the raw data are offered); (b) fmr2000f.txt, text file, FMR data record layout
and file description, released 10/1/99, created 9/27/99; (c) 2000f pre.doc, Word file, Federal
Regiger preamble of the FY2000 FMR calculations, released 10/1/99; and (d) fmrover.wp,
WordPerfect version of the Federal Register preamble.

Metropolitan Areas, 1999, rel eased by the Office of Management and Budget 6/30/99, filename
MSA99.pdf; used by HUD in development of FMR rates.

Changesin Metropolitan Areas as Defined by the Office of Management and Budget Since June
30, 1999, filename MAUPDATE.txt, released 6/30/99, Bureau of the Census.

1990 Census mean hourly wages for selected industries and occupations (specia data file
prepared by the Bureau of the Census) updated using the percent changefor HCFA mean hourly
hospital wages (unadjusted) for FY 1990 (from a specid datafile prepared by the Hedlth Care
Financing Adminigtration) and FY 1996 hourly hospita wages developed from data collected
for the establishment of FY 2000 HCFA Hospita Inpatient Prospective Payment System Wage
Rates, collected from the HCFA Internet web site http://www.hcfagov/dats/pufiles, publicaly
avaldble on August 17, 1999. Both executable and zip versons of the data file
WAGEDATA.F96 were available on the web ste as 1.2 MB sdf-extracting files which
decompressed to a5 MB fixed length (i.e. “flat”) ASCII file consisting of 5,038 records (one
record for each uniquefacility reporting to HCFA) - the executabl e vers on was downl oaded and
decompressed. Also downloaded was the file for the data record layout (WDF2000), which
was available in severd formats. Guidance was dso provided by HCFA regarding relevant
changes which occurred in reporting format between the FY 1997 and FY 2000 hospitd wage
data releases.

Rationale for the Budget Request

The FY 2001 request includes a $31 million increase for the SAPT Block Grant, for atota program level
of $1.631 hillion. Becausethe cost of treatment issubject toinflationary increasesyear-to-year, the number
of persons being provided treatment services with Federd SAPT Block Grant funding in FY 2001 will
remain a gpproximately the same leve asin FY 2000.

The Nationa Drug Control Strategy established by ONDCP has set agod of closing thedrug trestment gap
by 50% by the year 2007. The Substance Abuse Prevention and Treatment Block Grant will continue as
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the dominant funding vehicle for commitment of resources in the continuing attack on the nationwide
substance abuse problems. Block Grant increases are necessary to sustain progressin reducing the number
of substance abusers in this country. Likewise, the commitment of Block Grant funding toward critical
prevention initiatives, particularly those focused on the nation’s youth, must dso remain strong if growth in
the number of new users of substances of abuse isto be curtailed.

The Office of Nationa Drug Control Policy (ONDCP) has charged SAMHSA with the primary
respongibility to implement a Nationd Treatment Outcomes Monitoring System (NTOMS) by the year
2002. Thepurposeof NTOMSisto collect dataon an ongoing basisand provide drug treatment providers
nationwide with a source of information needed to identify changes in drug abuse trestment outcomes and
to identify program-level determinants of change. Outcomes monitoring focuses on assessment of
participants functioning before, during, and following aspecific trestment episode, and will beused by policy
makers and funding entities, such as Federd and State government agencies and insurers, to hold treatment
programs accountable.

CSAT and the Office of Applied Studies (OAS) will collaborate on NTOMS development and
implementation, and this effort will aso involve coordination with anumber of other Departments, including
the Department of Veterans Affairs and the Department of Justice. Thefirst-year (2001) costsof NTOMS
are estimated at $5 million, to be funded from the SAPT Block Grant set-aside. Set-aside funding will be
avalable for NTOMS since SAMHSA will receive $12 million additional from the Secretary’s 1%
evauation resources to partidly fund the National Household Survey on Drug Abuse (NHSDA).
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PROGRAM ACCOMPLISHMENT

Program/I nitiative: TREATMENT OUTCOMES AND PERFORMANCE PILOT STUDIES
(TOPPSI)

Goal:

To conduct a series of pilot studies designed to analyze specific components of selected State substance
abuse trestment ddlivery systlemsin terms of performance and outcome, defining appropriate measures
and incorporating them into current State data bases. This initiative was designed to enable the States to
improve State system capability, standardization, and accountability. Four States addressed outcomes
measures for pregnant women and women with dependent children population; two States addressed
outcomes measures for cultura diversity; one State addressed outcome measures for parents/guardians
of adolescents in substance abuse trestment.

Findings.
Maryland

The study god was to develop methodologies for using an existing State client database to determine
which publicly-funded adult outpatient trestment programs are most effective, while controlling for
differing characterigtics of the client populations.

Priminary Results -

40.5% of clients successfully completed treatment

70.6% of clients were employed at discharge

39.3% of clients reduced their frequency of substance use during trestment
73.5% of clients were reported to be usng no substances a discharge

Minnesota

The goa was to study the role of parents/guardians in adolescent treatment, and the relationship between
their involvement and adolescent treetment outcome.

Priminary Resaults -

» Thelikdihood of abstinence in the 3 monthsfollowing treatment was dmost two timesashigh (1.8) for
adolescents whose parents participated in aftercare than for adolescents whose parents did not
participate in aftercare
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Comparing pre-treatment to 3-months post-treatment, the percentage of adolescents saying they
experience "afar amount” or "alot" of family conflict was sgnificantly reduced from 63.0% to 38.6%.

In the 3 months following trestment, 35.3% of the adolescents were abstinent from al substances,
46.5% had a 1-2 month stretch of abstinence, and 18.2% had less than one month of continuous
abstinence.

Useof marijuanawasreduced by 58.6% when comparing the proportion of adol escentsusing marijuana
in the thirty days prior to trestment to the proportion using marijuana in the thirty days prior to the 3
month post-treatment interview. The mean number of days using marijuana is reduced by 74.5%
(comparing the 30 days prior to trestment to the 30 days prior to the 3 month post-treatment interview).

Involvement inillegd activities was reduced by 34.7% when comparing the proportion of adolescents
involved in illegd activities in the thirty days prior to trestment to the proportion involved in illega
activities in the thirty days prior to the 3 month pogt-treatment interview.

The likelihood of binge drinking was reduced by 62.9% comparing pre-treatment binge drinking and
post-trestment binge drinking.

Nearly three-quarters (72.7%) of parent/guardians said that they believed treatment was helpful to their
child "afair amount” or "agreat ded". Nearly three-quarters (72.6%) of parent/guardians said that they
believed trestment was hdpful to themsdlves "afar amount” or "agrest ded".

Oklahoma

The god was to use adminigtrative data to obtain performance measurement of publicly-funded substance
abuse treatment.

Priminary Reaults -

Among the DUI convictions, 1,699 (22.4%) of the FY 1994 cohort had a DUI conviction in the 18
months prior to treetment. Of those, 1,045 (62%) did not have a DUI conviction in the 18 months
following trestment.

A tota of 469 clientslinked with the Department of Correction Offense Filein FY 1994 were found to
have received treetment whileincarcerated. Among thoseclients, 15% returned to prison during thetwo
years following release compared to the 20% State rate of second year recidiviam after release

A tota of 462 dientsin FY 1995 werefound in thetax databases for each of the two years before and
after their trestment episodes. Sixty-two percent of the clientsin the two year sudy werefound to have
posgtive gansin income.
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Substance Abuse and Mental Health Services Administration
Substance Abuse Prevention and Treatment Block Grant, FY 1999 - 2001

FY 2000 FY 2000
FY 1999 Prerescission Final FY 2001 Increase/

State / Territory Actual Appropriation Appropriation Estimate Decrease
Alabama...............ooee $21,666,850 $22,197,312 $22,197,312 $23,130,113 $932,801
Alaska..........cooiiiiiinnnn, 3,440,623 3,440,623 3,440,623 3,272,688 (167,935)
Arizona.........oovveviniininn, 27,127,147 27,127,147 27,127,147 27,481,356 354,209
Arkansas..........ccooeieins 11,280,281 11,335,103 11,335,103 12,100,889 765,786
California..........ocooevvinnns 216,995,385 223,282,608 223,282,608 236,544,535 13,261,927
Colorado.......ccoovvvveinnnn. 20,297,398 20,297,398 20,297,398 21,508,558 1,211,160
Connecticut............ooeunes 16,405,660 16,405,660 16,405,660 15,837,411 (568,249)
Delaware............ccovennnn, 5,553,544 5,553,544 5,553,544 3,600,915 (1,952,629)
District Of Columbia....... 4,952,603 4,952,603 4,952,603 3,153,850 (1,798,753)
Florida........covvvviiniinnnn. 80,256,078 81,263,908 81,263,908 87,180,290 5,916,382
Georgia.....coveiiiiininnnnn, 40,710,806 41,396,779 41,396,779 45,056,623 3,659,844
Hawaii.......cooooovviiiiinnnn. 6,810,019 6,983,864 6,983,864 6,991,841 7,977
ldaho........ocooviiiiis 5,943,750 5,943,750 5,943,750 6,366,555 422,805
Illinois.. 61,138,459 61,204,360 61,204,360 65,580,101 4,375,741
Indiana..........cooeiiiiinnn, 32,509,147 32,509,147 32,509,147 30,949,619 (1,559,528)
lowa......ooovvviiiiiii 12,542,219 12,542,219 12,542,219 12,443,420 (98,799)
Kansas..........oooviiiiiinnn 10,996,215 11,060,004 11,060,004 11,768,766 708,762
Kentucky... 19,105,313 19,276,066 19,276,066 19,958,090 682,024
Louisiana...........ooeuvennnn. 24,828,318 24,828,318 24,828,318 25,246,379 418,061
Maine........cooviiiiiiiinns 5,943,750 5,943,750 5,943,750 5,429,083 (514,667)
Maryland............cooooenn. 29,389,161 29,389,161 29,389,161 31,262,343 1,873,182
Massachusetts.. . 33,214,336 33,214,336 33,214,336 30,586,414 (2,627,922)
Michigan..............ooooen 56,510,128 56,510,128 56,510,128 51,310,085 (5,200,043)
Minnesota..............ovnns 20,877,637 20,877,637 20,877,637 21,226,211 348,574

Red Lake Indians......... 514,557 514,557 514,557 523,148 8,591
Mississippi 13,142,417 13,183,451 13,183,451 13,690,509 507,058
MiSSOUri....ocvvviiiiiiias 24,121,029 24,223,136 24,223,136 25,305,461 1,082,325
Montana.............ooeevnnnn 5,584,314 5,584,314 5,584,314 4,318,391 (1,265,923)
Nebraska..........ocoeuvinnn. 7,472,914 7,472,914 7,472,914 7,734,782 261,868
Nevada.......ccooevvvniiinnnn. 9,441,768 9,619,717 9,619,717 10,830,939 1,211,222
New Hampshire.............. 5,943,750 5,943,750 5,943,750 4,185,818 (1,757,932)
New Jersey.............oveee. 45,115,909 45,115,909 45,115,909 46,211,746 1,095,837
New MeXiCO........ovvvvvnnns 8,261,541 8,261,541 8,261,541 8,380,204 118,663
New YOrk......coooeviennnns 104,711,026 104,711,026 104,711,026 109,137,383 4,426,357
North Carolina.. 33,404,937 33,680,936 33,680,936 34,675,689 994,753
North Dakota................. 3,817,151 3,817,151 3,817,151 3,258,974 (558,177)
ONIO. i 65,062,211 65,062,211 65,062,211 56,761,044 (8,301,167)
Oklahoma.............oooneet. 16,185,602 16,559,798 16,559,798 17,358,753 798,955
Oregon......ccvvvvevieiennnnns, 15,114,749 15,268,109 15,268,109 15,568,706 300,597

Pennsylvania................. 57,670,348 57,670,348 57,670,348 56,887,555 (782,793)
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FY 2000 FY 2000
FY 1999 Prerescission Final FY 2001 Increase/

State / Territory Actual Appropriation Appropriation Estimate Decrease

Rhode Island................. 5,943,750 5,943,750 5,943,750 5,355,998 (587,752)
South Carolina.............. 18,527,032 18,663,663 18,663,663 19,786,552 1,122,889
South Dakota................ 3,529,799 3,529,799 3,529,799 3,065,201 (464,598)
Tennessee......cocceevvneenn. 25,624,806 25,999,363 25,999,363 28,466,011 2,466,648
TeXAS i iieiiiiiiieeiaeeen 122,543,553 124,118,032 124,118,032 128,039,240 3,921,208
Utah....ooooii 13,729,782 14,551,928 14,551,928 15,884,143 1,332,215
Vermont.........oooviiininn, 3,774,105 3,774,105 3,774,105 2,510,841 (1,263,264)
Virginia........oocoeevieiinnnn, 39,245,298 39,245,298 39,245,298 41,170,203 1,924,905
Washington................... 30,769,108 31,732,096 31,732,096 33,949,066 2,216,970
West Virginia 8,434,819 8,434,819 8,434,819 8,474,804 39,985
Wisconsin..........c....oeevnes 24,530,479 24,530,479 24,530,479 24,984,238 453,759
Wyoming........cc.ceeenennnne 2,452,377 2,452,377 2,452,377 1,706,716 (745,661)
State Sub-total............ 1,483,163,956 1,497,200,000 1,497,200,000 1,526,208,250 29,008,250
American Samoa........... 263,259 265,751 265,751 270,900 5,149
GUaAM...iiiiiieceee 749,439 756,531 756,531 771,189 14,658
Northern Marianas......... 243,965 246,274 246,274 251,045 4,771
Puerto RiCO.........c..ccun.e. 19,823,590 20,011,195 20,011,195 20,398,911 387,716
Palau......coocoveeiiniinannns, 85,113 85,919 85,919 87,584 1,665
Marshall Islands............ 251,788 254,171 254,171 259,096 4,925
Micronesia.........ccoceeunen 596,069 601,710 601,710 613,368 11,658
Virgin Islands................ 573,026 578,449 578,449 589,657 11,208
Territory Sub-total....... 22,586,250 22,800,000 22,800,000 23,241,750 441,750
SAMHSA Set-Aside...... 79,249,794 80,000,000 80,000,000 81,550,000 1,550,000
GRAND TOTAL.......... $1,585,000,000 $1,600,000,000 $1,600,000,000 $1,631,000,000 $31,000,000
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E. SUBSTANCE ABUSE BLOCK GRANT (SET-ASIDE)

Authorizing Legidation - New legidation has been submitted.

1999 2000 2001 Increase or
Actud Appropriation Edimate Decrease
BA (non-add) ..... ($79,250,000) ($80,000,0000)  ($81,550,000)  (+$1,550,000)
2001 Authorization
Section 1935 (8), PHSACE . ..ttt et e e e e e e e Expired

Purpose and Method of Operation

The 5% set-aside of the Substance Abuse Prevention and Treatment Block Grant (SAPT) supports data
callection, technica assistance, and program eva uation activitiesthroughout the Agency. SAMHSA isthe
magor source of information in the United States on the extent and nature of substance abuse, the supply and
cost of servicesfor treating substance abuse, and the number and characteristics of personsin treatmen.
Much of this information is produced by data systems devel oped and managed by the Office of Applied
Studies (OAS), the Center for Substance Abuse Prevention (CSAP), and the Center for Substance Abuse
Treatment (CSAT). They areused by the Department of Hed th and Human Services, the Office of Nationa
Drug Control Policy, the Drug Enforcement Agency, and State and local agencies to plan and evauate
programs to address health and socia problems.

Rationale for the Budget Request

A totd of $81.6 millionwill support the continuation of al activitiesunder the 5% Block Grant set-aside. This
amount represents an increase of $1.5 million over the FY 2000 appropriation. All current surveys and
sudies will be maintained and some improved, as described above.

Appropriations language has been added to transfer to SAMHSA $12.0 million from eva uation resources
available to the Department under the authority of Section 241 of the Public Hedlth Service Act. These
resources, which are not reflected in the SAMHSA budget request, will be used to provide partid support
for the expanded Household Survey on Drug Abuse described below, aswell asfor the Nationa Trestment
Outcome Monitoring System described in the CSAT section of the Judtification document.

Office Applied Studies (OAS)
The authorizing legidation of SAMHSA requiresthe annud collection of data on the nationd incidence and

prevalence of substance abuse, emergency room admissions due to a substance abuse problem, and the
characteristicsand costs of treatment facilitiesand the number and characteristics of individuadsin trestment.
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These data are obtained in three mgjor surveys. (1) the National Household Survey on Drug Abuse
(NHSDA); (2) the Drug Abuse Warning System (DAWN); and (3) the Drug and Alcohol Services
Information System (DASIS). These surveysarethe only source of national dataon the extent of substance
abuseinthegenera population and the nature of the trestment system. They aso provideinformation critical
to evaluating the success of Federal and State substance abuse programs.

National Household Survey on Drug Abuse. Sinceit beganin 1971 the NHSDA has been the primary
source of information on the prevalence and incidence of substance abuseinthegenerd, non-inditutiondized
population. Information provided by the NHSDA is used to study trends intheuseof licit and illicit drugs,
changing attitudes about substance use, the demand for trestment programs, and factors associated with the
initiation of substance use and abuse.

Beginningwith the 1999 NHSDA, the sample was expanded from 18,000 to 70,000 respondents. Thisnew
sample makes it possible to estimate substance usein the individua States. Based on separate samples of
roughly 3900 respondents, substance use can be estimated directly for the eight largest States, which
together account for more than 50% of the population. Estimates for each of the other 42 States and the
Didrict of Columbia are based on a modd that takes into account information obtained from 900
respondents in each State.  Given the nature of the sample and the fact that survey questionnaires and
methods are identicd in every State, we can for the first time compare States with respect to prevaence
rates and trends. These State estimates provide information that could be used to direct Federd funds to
areas with severe or unique problems.

There are other benefits associated with the increase in the NHSDA sample. The survey now includes
25,000 youth between 12 and 17 years of age, asamplethat improvesthe precision of the estimatesfor this
age group. Because of sample design and size, the NHSDA may now be the best source of information for
this age group on substance use and attitudes. The sample contains large number of respondents over the
age of 55 years making possible some studies of substance abuse in a population that has not received
aufficdent attention. The sample also dlows for separate, nationa estimates for minority groups, such as
Chinese or Japanese Americans, that could not be captured with asmaller sample,

There are other important changes in the survey, as well. The specid module for measuring the use of
tobacco products introduced in 1999 has been retained and will provide very precise estimates of trends
inuse by youth over time. The 2000 NHSDA iscollecting information on mentd illnessin children to better
understand the extent and nature of the co-occurrence of mental and substance abuse problems.

InFY 2001 NHSDA questionswill be added to determine the extent of serious mentd illnessin adultsand
the relationship of this problem with substance abuse. Information on the use, cost, and source of payment
for mental health services for both youth and adults is being collected beginning in 2000. Findly, the
NHSDA is now being conducted using a computer; answers to the most sengitive questions are entered
directly into the computer by respondents. Studies of this technology indicate respondents believe it
increases privacy and encourages them to be more truthful in giving answers.
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Drug Abuse Warning Network. DAWN collectsinformation on admissionsto emergency departments
of hospitals or cases seen by medica examinersthat are caused by or associated with theuse of illicit or licit
drugs. The information in DAWN is drawn from medica records. DAWN was developed in the early
1970s by the Drug Enforcement Adminigtration (DEA). Although SAMHSA now supports and manages
DAWN and uses DAWN datato track changesin drug abuse problems, the dataare till used by DEA for
surveillance and resource alocation. They are dso used by the Food and Drug Adminigtration (FDA) to
identify problemswith licit drugsthat can not be detected with the limited sasmplesemployed in clinicd trids.

The Office of Applied Studiesis conducting a series of studiesto determine the most effective sampling and
data collection strategy for DAWN. These studies are prompted by the changesin the hedlth care system
which may aso affect the use of emergency departments in hospitals, by the need for more extensive
information on drug related admissions, and by the demand for more timely information. The studies have
prompted the development of a new drug dictionary and experimentation with new communication
technologies. The Agency expects to have the changesin place to accelerate the ddivery and andysis of
DAWN information by 2002.

Drug and Alcohal ServicesInformation Syssem. The DASISistheonly source of nationd dataonthe
servicesavailablefor substance abusetreastment and the characteristics of individua sadmitted for trestment.
DASIS consdts of three data sats (1) the Nationd Facility Register (NFR), which ligs dl facilitiesin the
country which are recognized by States, (2) the Uniform Facility Data Set (UFDS), which contains
informationon the services, and resources of treetment facilitiesin the country including those not recogni zed
by States; and (3) the Treatment Episode Data Set (TEDS), which contains information on every patient
admitted to a facility receiving public funds. These data sets are assembled and maintained with support
from various State agencies.

Informationin the Nationa Fecility Register (NFR) providesthe bassfor anew Treatment Facility Locator
System now available to the public on the Web. The information in this new system is up-dated monthly.
The Locator permits individuals seeking substance abuse trestment to find afadility in their area providing
the type of treatment and servicesthey seek. Street mapsindicate the exact location of thefacility and travel
routes, accompanying text describes the services available and other information, such astype of payment
accepted.

Using data now available from TEDS, it is possible to graphically present variations among States with
respect to drugs being abused and the characteristics of those being admitted for treatment. For example,
TEDS data reved that recent increases in admissions to facilities are principaly the result of an increasein
admissons of those 12-17 years. Such analyses have added a new dimension to our ability to track
substance abuse problems, the appearance of new drugs, and changing patterns of use.

Inaddition, OAS conducts studies eva uating the effectiveness of substance abusetrestment and thevalidity
of the information obtained from providers. The largest of these studies, the Alcohol and Drug Services
Survey (ADSS), isdirected by ateam of investigators at Brandeis University. Among other things, ADSS
was designed to describe the changes occurring in the organization and structure of the substance abuse
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treatment system, and to assess the impact of these changes on the process and effectiveness of treatment.

Center for Substance Abuse Prevention (CSAP)

CSAP will continue to utilize set-aside funding for theimprovement of State prevention systems. CSAP has
utilized the fundsto develop and implement advanced prevention methodology for dl components of State
preventionsystems, including systemsfor datacollection and performance measurement. Specific examples
of activitiesto be continued in FY 2001 include:

- State Needs Assessments

CSAP s State Needs Assessment Program has awarded 3-year contractsto 27 States over the past four
years. The purpose of the program is to assst Staes increase ther ability to base their prevention
programming, resource alocation, and performance measurement on scientifically sound quantitative deta,
and hepimprovethe States' capacity and infrastructure to conduct studies and utilize data. Statesreceiving
contracts are required to conduct a core st of sudies, including school-based, archiva, and community
resource assessments. Thisinformation has beeninvaluable, especidly to those Stateswhich have received
a State Incentive Grant award, as they begin to implement science-based prevention programs to address
their critical capacity needsidentified through these needs assessments.

- Prevention Technica Assgtance (TA) to States

CSAP has provided TA activitiesto more than 45 States and U.S. jurisdictions to support their substance
abuse prevention systems. TA has been provided on-site, by phone, and in multi-State formats. Primary
areas of assstance provided include: generdl TA (addressing prevention system infrastructure); youth
tobacco control (helping States to develop tools and drategies to comply with the Synar regulation);
minimum data set (promoting common data collection regarding service characteristics and populations
served with a set of defined data eements); and State Incentive Grant support.

- Minimum Data Set Program

The CSAP Minimum Data Set (MDS) Program makes an economica, efficient, and user-friendly
database management information system (MI1S) available to State, sub-State, and local substance
abuse prevention agencies and prevention service providers. The common data sets and definitions
were developed through a consensus process with State officials and CSAP. The MISisaPC-based
software package for capturing, organizing, and reporting information on the populations served and
substance abuse prevention services provided. The MISis used on avoluntary basis to collect uniform
information that informs prevention programming, resource alocation, process evauation, measuring
performance, and data sharing.
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Center for Substance Abuse Treatment (CSAT)

CSAT responds to specific requests from State and Territory  substance abuse directors for technical
assi stance to enhancethelr jurisdictions capacity to deliver effective trestment services, or to better manage
relevant datain order to monitor outcomes. Some examples of projects funded by CSAT’ s dloceation of
the SAMHSA sat-asde are:

C Fourteen State contracts for Treatment Outcomes and Performance Pilot Studies (TOPPS), which
address issues needed to improve system capability, standardization, and accountability through better
defined and validated measures of substance abuse trestment outcomes and performance messures.
New cooperative agreements (TOPPS-I1), awarded in September, 1998, will assist Statesin refining
management information systems to systematically monitor common substance abuse treatment
effectiveness data measures on both a State and inter-State basis.

C Phasel of the State needs assessment contracts were awarded to 53 states and Territories by the end
of 1997, with additional awards initiated to asss dl Pacific idand jurisdictions in enhancing their data
callection, andys's and management capabilities. Some States are now using data generated from the
needs assessmentsfor re-direction of State funds and measurement of servicesimpact. Statesare dso
usng needs assessment findingsto guide their initid efforts at introducing and monitoring managed care
activities. For example:

< Severd States(MI, IL, WA, TX, MN, 10, AZ) are now using findingsto inform their States policy
and budgeting devel opment processes aswell asto change their resource allocation methodologies
and funding patterns. [llinois has used its needs assessment data to develop anew methodology for
re-allocating funds among its regions asthe Single State Authorities (SSA) devel ops new contracts
withmanaged care organizations. Arizona, Colorado, North Carolina, and Texasaredso using the
data for these purposes.

< lowahas used the findings of its sudy of acohol and drug use among women, age 18 and over, to
redesignthe State’ sapproach to providing tailored outreach and treatment servicesfor women. The
study found that avery low proportion of those needing treatment ever received it (less than 5%),
and identified some sgnificant barriersto entering and remaining in trestment. Thesewere: financia
concerns, concerns about confidentiaity and stigma, and lack of child care.

< New Jearsey has used the results from severd of its studies to guide the dlocation among treatment
programs of over $10 million in new funds. New Jersey’ s data are dso now being used by county
level decison makers asthey do their annud contracting with providers.

C Phasell of the State Treatment Needs Assessment Program (STNAP) beganin 1997 and twenty seven
States have received contracts. The second phase will allow repests of some studiesto get trend data
aswell asto carry out more sophisticated gap andyses. In response to the planned expansion of the
National Household Survey on Drug Abuse (NHSDA) to provide State-level estimates of prevaence,
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CSAT hasbeen collaborating with ONDCP and OA Sto have the National Household Survey on Drug
Abuse become the generd population survey used by the States in conducting their trestment needs
assessments. CSAT anticipatesthat the NHSDA will replace theindividual State adult and adolescent
telephone household surveys and school surveys now supported through STNAP.

C Arizona and severd other States are conducting a comparison of their findings with NHSDA. The
findings will serve as checks on the rdiability and vdidity of thetwo different interview modalities used.
Comparisons are now somewhat more relevant because the NHSDA'' s increased sample size makes
regiond breakouts possible. Texas and severd other States have offered to serve as pilots for this
approach substituting the NHSDA for their own State telephone household and school surveys to
produce preva ence estimatesthat can be combined with State-conducted specia population and socid
indicator studies to yidd relevant small area estimates. States are likely to choose to analyze the
NHSDA results only once every 4-5 years, aggregeting the yearly samples to ensure a large-enough
sample sze to do smdl area estimates and gap anayss.

Other activities, notably collaborative initiatives and training-related projects, which are being supported by
CSAT are

C Collaboration with CMHS and CSAP, the SAMHSA Office of Managed Care and with HCFA in
planning training symposia nationwide for al State and mental hedlth directors, and State Medicad
directors, on the use of a guide for substance abuse public purchasers of managed care services.
“Contracting for Managed Substance Abuse and Mental Health Services.” The Guide was
recently developed and published as TAP # 22 in the CSAT Technicd Assistance Publication series.

C The Treatment Improvement Protocols (TIPS) series, which provide state-of-the-art consensus
documents on avariety of current topicsin the treetment field. To date, 29 TIPS have been published
and disseminated to thefidd. A 4-year evauation of the TIPSwasbegunin 1997 to assesstheir impact
on thefied.

C State Team Building Workshops on the new Temporary Assistance to Needy Families (TANF) laws.
All Single State Authorities (SSAS) and representatives from state welfare offices have atended such
conferences, during which they learn from each other and help coordinate the development of their own
State plans. The State evauations of this effort have been exceptiond.
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F. PROGRAM MANAGEMENT

Authorizing Legidation - Section 301 and Section 501 of the Public Hedlth Service Act

2000 2000 Increase
1999 Pre-recission Find FY 2001 or
Actud Appropriation Appropriation Edimate Decrease
BA ........... $56,517,000 $59,100,000 $59,054,000 $59,943,000 +%$889,000
FTE .......... 520 559 559 559
2001 Authorization
PHSA Section 30L/501 . ... .o e Indefinite

Purpose and Method of Operation

The Program Management activity includesresourcesfor coordinating, directing, and managingtheAgency’s
programs, aswell as related overhead costs. Direct support is provided for each of the three SAMHSA
Centers, the Office of the Adminigtrator (OA), the Office of Applied Studies (OAYS), and the Office of
Program Services (OPS). Over 94 percent of program management funds are committed to fixed codts,
with 76 percent of the total dedicated to salaries and benefits and 18 percent to rent, overhead, and
workers compensdion payments. The remaning covers minimd travel, traning, and adminidretive

purchases.

Funding and gaffing levels for the padt five fisca years were as follows.

Funding FTE
1996 ... $56,118,000 587
1997 ... 55,331,000 552
1998 . ... 55,400,000 549
1999 ... 56,517,000* 520
2000 ... 59,054,000 559

*Includes $3,117,000 in reprogrammed funds to support program management in FY 1999.
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Rationale for the Budget Request

The FY 2001 request includes anet increase of $0.9 million for mandatory cost increases. Built-inincreases
total $4.1 million, so the balance will be absorbed through decreases in other cost categories.

The FY 2001 Program Management budget will support 559 FTESs, the same number as in FY 2000.
Suffident numbers of staff will be dedicated to new initiatives, such as the mental health School Violence
program. InFY 2001 Agency staff will continueto address such key issuesastrandating best practicesinto
sarvice ddivery; andyzing data results from the Nationd Household Survey, TOPPS 11, voluntary Block
Grant datareporting, and other sources, emphasi zing outcome measurement and accountability as required
by the Government Performance and Results A ct; and managing the new and expanded activities described
for FY 2001.

Full-Time Equivdent (FTE) Employment

FY 1999 FY 2000 FY 2001 Increase or
Actua Edimate Edimate Decrease
FTE/Program Management 520 559 559 —
Block Grant Set-Aside . 39 53 53 —
Reimbursable Non-Exempt 2 2 2 —
Reimbursable Exempt SEH 71 72 72 —
Increases:
Built-in:
Annudization of 2000 pay costs . .......... +$638,000
Withingradepay increases . .. ............ + 930,000
Increase for January 2001 pay raise at 3.7% . . +1,512,000
Increased rental paymentstoGSA ......... +315,000
Increaseinoverhead charges ............. +707,000
Totd, Built-in+ ........... ... ... ... +$4,102,000
Total, Increases . ... +$4,102,000
Decreases:
Onedaylesspay ............cccvnn.. -$199,000
Program reductions from absorption
of built-in mandatory increases . . . . .. -3.014,000
Total,Decreases ..., -$3.213,000

NetChange ..., +$889,000
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Substance Abuse and Mental Health Services Administration

Detail of Full-Time Equivalent Employment (FTE)

Office of the Administrator

Office of Applied Studies

Office of Program Services

Center for Mental Health Services

Center for Substance Abuse Prevention

Center for Substance Abuse Treatment

Total, SAMHSA

Average GS Grade

1996.. ..ot 11.04
1997 .o 11.04
1998... i 11.70
1999, 11.67
2000, ..o 11.67

2001, 11.90

1999

Actual

72

29

97

123

2000
Estimate

79

34

104

2001

Estimate

79

34

104
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Substance Abuse and Mental

Detail of Positions

Health Services Administration

1998 1999 2000 2001

Actual Actual Estimate Estimate

Executive Level |, -- -- --
Executive Level ll....... ..o -- -- --
Executive Level Ill........ i -- -- --
Executive Level IV... ..., 1 1 1 1
Executive Level V... ... . .. i -- -- --
Subtotal.... ..o 1 1 1 1

E S -6 3 3 3 3
E S-S 1 2 3 3
E S - 3 3 4
E S -3 1 1 1
E S -- 1 1
R T 2 2 2
Subtotal.........o 12 11 13 14
GM/ G S- 15 62 65 65 68
GM/IGS-14d. 112 140 122 130
GM/ G S-1 3. 151 164 158 165
G Sl 2 37 40 33 36
G S Ll 19 20 13 17
G S- L0 3 4 4 4
G S -0 24 30 25 30
G S -8ttt 23 22 22 25
G S - T 53 55 51 60
G S - Bttt 23 20 15 20
G S - 11 7 5 5
G S - 4 5 6 4
G S -3t -- -- --
G S -2 1 -- -- --
G S L 1 1 1 1
Subtotal....... ..o i 524 573 520 565
CC-08/09 . i -- -- --
CC -0 7 e 1 1 1
CC-06 .ttt 18 18 18 18
CC-0G . 7 7 7 7
CC-04 . 5 3 5 5
CC 03 . it 2 2 2 2
CC-02 . i 1 1 1 1
CC-0 0. -- -- --
Subtotal.........o 33 32 34 34
TOTAL Full-Time Equivalent 570 617 614 614
Full-Time Equivalent Usage 551 563 584 614
Average GS Grade 11.70 11.67 11.67 11.90
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SUBSTANCE ABUSE AND MENTAL HEALTH

SERVICES ADMINISTRATION
DRUG ABUSE BUDGET

I. RESOURCE SUMMARY

(Budget Authority in Millions)

1999 2000 2001
Actual Enacted Request
Drug Resources by Goal
GOal L $440.160 $432.256 $431.984
G0al 2. 12.100
G0al B 1,029.734 1,090.447 1,164.438
TOtAl e $1,481.994 $1,522.703 $1,596.422
Drug Resources by Function
P VN ON. . $440.160 $432.256 $431.984
TrAEME N ettt 1,041.834 1,090.447 1,164.438
0= L $1,481.994 $1,522.703 $1,596.422
Drug Resources by Decision Unit
Knowledge Development and Application Program........... 192.888 159.800 145.281
Substance Abuse Prevention (Non-add)...................... (77.591) (59.541) (50.022)
Substance Abuse Treatment (Non-add)....................... (115.297) (100.259) (95.259)
Targeted Capacity Expansion Program...........ccooeviivviiniinenn. 133.307 194.590 248.368
Substance Abuse Prevention (Non-add)...................... (78.218) (80.283) (85.207)
Substance Abuse Treatment (Non-add)....................... (55.089) (114.307) (163.161)
High Risk Youth Program........ccoooiiiiiiiiiiii i 6.991 7.000 7.000
National Data Collection *.........ooiiiiiiii s 12.000
Substance Abuse Block Grant (SAPTBG).......cccovviviinnaennn. 1,126.460 1,137.120 1,159.152
Program Management ... 22.348 24.193 24.621
TOtAl e $1,481.994 $1,522.703 $1,596.422

Drug Only Funding (Non-add).........cccooeeeviiiiiieiiiiineeceennnnn.
Alcohol / Drug Co-Morbid -- SAPTBG (Non-add).............
Alcohol Under Age 21 -- SAPTBG (Non-add)..................

($1,187.659)
(225.863)
(68.472)

($1,225.583)
(228.000)
(69.120)

($1,293.545)
(232.418)
(70.459)

Total Drug Abuse, Incl Alcohol-Related (Non-add)...... ($1,481.994)

Drug Resources Personnel Summary

Total FTES. oo 276

Information

Total Agency Budget.......cooimiiiiii i $2,486.787
Drug PerCentage. . o.ooiii i 59.59%

($1,522.703)

312

$2,651.868
57.42%

($1,596.422)

312

$2,835.016
56.31%

* FY 2001 reflects $12.0 million to be transferred to SAMHSA from the Department of Health and Human
Services' evaluation resources to support the National Household Survey on Drug Abuse (NHSDA).
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METHODOLOGY

Fundingfor SAMHSA’ s Substance A buse Prevention and Treatment Knowledge Devel opment and
Application (KD&A) activitiesis considered to be 100 percent drug-related.

Fundingfor SAMHSA'’ s Substance Abuse Prevention and Treatment Targeted Capacity Expansion
(TCE) activitiesis considered to be 100 percent drug-rel ated.

Funding for SAMHSA’s subgtance abuse prevention High Risk Youth (HRY) program is
considered to be 100 percent drug-related.

Funding for the Substance Abuse Prevention and Treatment Block Grant (SAPTBG) isconsidered
drug-related to the extent that these funds are used by the States/Territories for treatment and
prevention of the use of illegd drugs and used by the Agency for technical assistance, data
callection, and program evauation. SAMHSA has continued to use the methodology in estimating
drug related activities consstent with the earmarks required by P.L. 102-321.

Fve percent of the block grant isrequired to be used for set-aside activities which support data
collection, technica assistance, and program evauation. The remaining 95 percent is distributed
to the States and Territorieswhere at least: 35 percent must be used for acohol prevention and
trestment activities; 35 percent must be used for other drug prevention and treatment activities; and,
the remaining 30 percentisto beused at State discretion, either for alcohol alone, for drugs aone,
or shared by both acohol and drug programs. For budget formulation purposes, SAMHSA and
ONDCP agreed to score the discretionary amount equally for acohol and drugs, with 15 percent
assigned to acohol programs and 15 percent assigned to drug programs.

Fundingfor SAMHSA'’ sOfficeof Applied Studies(OA S) substance abuse surveys/datacollection
activitiesis consdered to be 100 percent drug-related.

Funding for Program Management activitiesis considered drug-rel ated to the extent that fundsare
used to support the operations of the Center for Substance Abuse Treatment (CSAT), the Center
for Substance Abuse Prevention (CSAP), and the activitiesof the Officeof Applied Studies(OAS)
that are supported by set-aside funds from the Substance Abuse Prevention and Treatment Block
Grant (SAPTBG).

PROGRAM SUMMARY

Goal 1: Educateand enable America syouth toreject illegal drugsaswell asalcohol and tobacco.

C

Financid support for this goa includes funding for prevention Knowledge Development and
Application (KD&A) programs, prevention Targeted Capacity Expansion (TCE) programs, the
High Risk Youth Program, data collection activities (administered by OAS), and 20% of the
Substance Abuse Prevention and Treatment Block Grant, as well as program support for these
activities.
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Fundingfor prevention KD& A programssupportsdefined popul ation studiestofield test controlled
study findings under varying real-world conditions and with diverse populations. Prevention
programs involve developing and assessng new and emerging prevention methodologies and
approaches, collecting, andyzing, and synthesizing prevention outcome knowledge, and
monitoring nationd trends in substance abuse and emerging issues. Knowledge development
programs develop knowledge about prevention strategies effective across the life-gpan, with
specific programstargeting early childhood, childrenand their families, adults, and thed derly. After
fidd testing promising approaches in knowledge development programs, emphass shifts to the
synthesis and dissemination of the knowledge gained from these find study phasesto the practical
gpplication of these drategies by States and local communities. Knowledge application programs
hdp substance abuse prevention practitioners and policy makers in States and communities
sysemdicaly ddiver and gpply skills, techniques, modes, and approaches to improve substance
abuse prevention services. In the aggregate, CSAP s knowledge application programs complete
the research to practice continuum by synthesizing and trandating scientific findings into usegble
knowledge, programs and packages, disseminating that knowledge widely, and helping States,
communities and individuas to adopt and use it to meet loca needs.

The Federad Drug Free Workplace (DFWP) and National Laboratory Certification (NLCP)
Programs reduce adult substance abuse demand in the Federd service and promulgate scientific
and technical guiddinesfor Federa employee drug testing programs. NLCP certifies drug testing
|aboratories, provides guidance for self-sustaining drug testing programs, and is the Federa focdl
point for developing and implementing non-military, Federd workplace drug testing technicd,
adminigtrative and qudity assurance programs.

Funding for prevention Targeted Capacity Expansion (TCE) programs supports efforts desgned
to address the specific and immediate prevention service capacity needs within the States and
communities. TCE programs represent a comprehensive effort to improve the quality and
avalability of effective research-based prevention services and to help States and communities
address and close gapsin prevention serviceswhich often cannot be addressed viathe block grant
funding process. With primary foci on improving capacity and fogtering the use of current “best
practices’ in actud service systems, these programs assure the cond stency and nature of services
delivered and enable the collection of client outcome data--characteristics not availablein Federd
block-grant supported services. TCE provides a mechanism to support limited, but targeted,
sarvicesin discrete areas of unmet or emerging local needs made apparent from epidemiological
data, from local experience, or crested as aresult of local, State or nationa socid policy change.

Funding for High Risk Y outh (HRY) supportstesting of awide variety of interventionsto prevent
substance abuse among children and youth. Building on projects that have been comprehensive
and have focused on the mgor domains-—-individud, family, school, peers, community -- which
impact the life of a child and based on knowledge gained from CSAP and other research efforts,
a new program targeting high-risk youth was initiated in FY 1998. This program focuses, in
particular, on youth who are a high risk for becoming substance abusers and/or involved in the
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juvenilejustice system. Specificdly, thenew HRY - Project Y outh Connect program targetsyouth
ages 9-11, and those ages 12-18, and seeks to intervene with these youth while they are a a
period in their lives when postive influences can gill have an effect. Mentoring as a substance
abuse prevention drategy is featured in this program.

SAPTBG activitiesinclude State expenditures of 20% of their block grant dlotment for prevention
servicesaswell as 20% of the block grant set-aside for the collection and andysis of nationd data,
the development of State data systems (including the development and maintenance of basdine
data on the incidence and prevalence as wdll as the development of outcome measures on the
effectiveness of prevention programs), provision of technicad assistance, and program evauations.
Also, this program supports oversght of Synar Amendment implementation requiring States to
enact and enforce laws prohibiting the sale and distribution of tobacco products to persons under
18 s0 asto reduce the availability of tobacco productsto minors.

Goal 2: Increasethesafety of America’ scitizensby substantially reducing drug-r elated crimeand

violence.

C

Goal 3:

Financid support for thisgod includes crimind judtice-reated trestment funding from the trestment
Knowledge Devel opment and Application program (KD&A), aswell asprogram support for these
activities, through 1999. Funding for treatment KD&A programs includes continuation of pre-
1996 demondtration awards for crimina justice programs (adult, juvenile, indtitutiona, and
community based). The authorities for these programs have expired. The remainder of the
trestment KD& A portfolio, to include those projectsin support of trestment in the crimind justice
gystem, are found in CSAT knowledge development and application programs (KD&A).

Reduce health and social coststo the public of illegal drug use.

Financid support for this god includes funding for treatment Knowledge Development and
Application programs (KD&A), Targeted Capacity Expansion (TCE) programs, and 80% of the
Substance Abuse Prevention and Treatment Block Grant, as well as program support for these
activities.

Funding for treatment KD& A programsincludes continuation of pre-1996 demonstration awards
induding funding for the Target Cities program, women and children programs (Pregnant and
Pogtpartum Women, Resdentid Treatment for Women and Children), Critical Population
programs, AIDS program (linkage, outreach), and training programs. The authorities for these
programs have expired. The remainder of the treetment KD&A portfolio includes knowledge
development and gpplication activities to: bridge the gap between knowledge and practice;
promote the adoption of best practices; and assure services availability/meet targeted needs.

Targeted Capacity Expanson (TCE) programs have been established to focus more funding
toward decreasing the substance abuse treatment gap. Initidly, trestment TCE activities were
funded as part of the treatment KD&A program, but in the year 2000, Targeted Capacity
Expansion programs are reflected as a separate line item inthe SAMHSA budget. The Targeted
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V.

Capacity Expansion program isdesigned to address ggpsin treatment capacity by supporting rapid
and strategic responses to demand for alcohol and drug abuse treatment services. The response
to trestment capacity problems may include communities with serious, emerging drug problems or
communities struggling with unmet need. In 1999, these programs included an HIV/AIDS
component targeting minority populaions a risk of contracting HIV/AIDS or living with
HIV/AIDS. The god of this aspect of the TCE program is to enhance and improve existing
substance abuse treatment servicesfor minority populationsin cities and States highly impacted by
the twin epidemics of substance abuse and HIV/AIDS.

SAPTBG ativitiesinclude State expenditures of 80% of their block grant alotment for treatment
sarvices as well as CSAT and OAS expenditures of 80% of the block grant set-aside for the
collection and analysis of nationa data, the development of State data systems (including the
development and maintenance of basdine data on the incidence and prevaence as wdl as the
development of outcome measures on the effectiveness of treatment programs), provision of
technica assistance, and program eva uations.

BUDGET SUMMARY

2000 Program

C

The 2000 appropriation supports a drug abuse budget of $1.482 hillion, or anincrease of $40.7
million over the prior year. This includes $432.3 million for God 1 (Prevention) activities, and
$1.09 hillion for God 3 (Trestment) activities. Activitiesin support of Goa 2 (Corrections) are
not funded in the 2000 budget. It should aso be noted that SAMHSA’ s substance abuse KD& A
program has been reduced by $33.1 million from the 1999 level.

Goal 1: Educateand enable America’ syouth tore ect illegal drugsaswell asalcohol and tobacco.

C

CSAP proposesthefollowing new initiatives/program expansionsin support of God 1in FY 2000:

$12 million of the funds available in FY 2000 will be used to support four new State I ncentive
Grants. Funding will enable States to examining their State prevention systems and redirecting
State resources to critical targeted prevention service needs within their states. Thisexpansonis
consgtent with the Office of National Drug Control Policy language caling for aSIG grant in every
State by the year 2003. Thiswill bring the SIG program to approximately 25 of the 60 States and
Territories by FY 2000.

CSAP will dso contribute to the SAMHSA crosscutting initiatives on Underage Drinking and
Womenwith Historiesof Violence. TheNational Agenda Against Under ageDrinkingprogram
seekstoidentify preventiveinterventionsthat enhance protective factorsand/or reducerisk factors
and are effective in reducing underage acohol use and its associated heath and socid problems
among youth (ages 9-21) in avariety of settings. Thisinitiaive will fund gpproximately Sx to eight
three-year projects to replicate specified program models (maintaining program fidelity) in new
Settings to expand testing of the intervention to pecific populations. The Womenwith Alcohal,
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Drug Abuse, and Mental Health DisordersWhoHaveHistoriesof Violence program will
develop an integrated system of care with servicesintervention modds and quditative eva uations
followed by full scae implementation of integrated Strategies and servicesintervention moddsand
outcome evauations. Building on SAMHSA' s previous gender specific efforts with women, this
initiative seeksto discover what worksto improvewomen’ soutcomesin the utilization of substance
abuse and mentd hedlth treatment services and to promote theimproved coordination of services
by deve oping anintegrated services gpproach to organizing and i ndtituti onalizing coordinated socidl
sarvice ddivery sysems. Theinitiative will address the unique needs of under served populations,
induding African Americans, Lainos/Hispanics, American Indian/AlaskaNatives, immigrantsand
women with disgbilities.

Reduce health and social coststo the public of illegal drug use.

CSAT proposes the following new initiatives/program expangonin support of Goa 3in FY 2000:

The Targeted Capacity Expansion program was increased by $59.2 million for 2000. This
funding will be used to award gpproximately 100 new grants, including the provision of treatment
sarvices for targeted minority populations a risk of contracting HIV/AIDS or living with
HIV/AIDS. (Thesepopulationsincude substance abusing African American and Hispanic women
and their children; substance abusing African American and Hispanic adolescent boysand girls, and
substance abusing African American and Hispanic men.

Anincrease of $15 million was provided for the Substance Abuse Prevention and Treatment
Block Grant for atota of $1.6 billionin 2000. Of thistotal amount, $1.137 billion is scored for
drug abuse prevention and treatment activities. The SAPT Block Grant isaformula grant, and it
isthe cornerstone of the States' substance abuse programs, accounting for approximately 40% of
public funds expended for treatment and prevention (1995).

Underage Drinking Initiative (KD&A): CSAT’s primary role in the National Agenda
Against UnderageDrinking will be related to the generation of new empirical knowledge about
what brief intervention and treatment models and associated services are most effective for
treatment of acohol use, misuse, and abuse in the cited underage populations.

Violence Against Women Initiative (KD& A): The attivitiesinduded inthisinitiativewill build
on SAMHSA's previous gender specific treetment efforts with women.  This initiative seeks to
discover what worksto improve women' s outcomesin the utilization of substance abuse trestment
servicesand to promote theimproved coordination of servicesby devel oping anintegrated services
gpproach to organizing and indtitutiondizing coordinated socia service ddivery systems.

2001 Request

C

A totd of $1.596 hillion is requested for the drug abuse budget in 2001, representing an increase
of $73.7 million over the 2000 Enacted budget. This includes an increase of $53.8 million for
Targeted Capacity Expangon initiatives, an increase of $22 million in the drug abuse-rdaed
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portion of the Substance Abuse Prevention and Treatment Block Grant; and, $12 million for
Nationa Data Collection. Theseincreases are partidly offset by a combined decrease of $14.5
million in the prevention and treatment Knowledge Development and Application activities.

Goal 1: Educateand enable America’ syouth tore ect illegal drugsaswell asalcohol and tobacco.

C

Goal 3:

CSAP proposes the following program expansionsin support of God 1 in FY 2001

Community I nitiated Prevention I nter vention Program. New in FY 1999, thisprogram tests
effective substance abuse prevention interventions that have been shown to prevent or reduce
acohal, tobacco, or other illegal drug use as well as associated socia, emotional, behaviord,
cognitive and physicd problemsamong at-risk populationsintheir loca communities. Theprogram
is determining the mogt effective prevention intervention models and associated services for
preventing, delaying and/or reducing substance use and abuse by at-risk populationsand measuring
and documenting reductions in substance abuse and associated problems as compared to
comparison groups. Importantly, these grants are using findings and outcomes fromprior CSAP
programs, building the knowledge base and improving practice. This program will be expanded as
funds are avallablein FY 2001.

InFY 2001, aspart of this Substance Abuse and Violence Prevention Initiative, CSAP proposes
to conduct an expansion of theHigh Risk Y outh Project Y outh Connect program to address the
podgitive effects of an afternoon mentoring and tutoring beyond the classroom that will test the
effectiveness of a set of structured one-on-one and group mentoring initiatives implemented in
Specific sttings. The core of these programswill have community volunteer organizations, such as
community codlitions and faith organizations, develop comprehensive afternoon programs that
foster increased involvement of youth with caring, prosocid adults. The one-on-one mentorswill
be matched with youth identified as being at grestest risk for substance use and other problem
behaviors.

Hndly, inFY 2001, CSAPwill fund gpproximately 16 new State | ncentive Grants, ensuring that
dl states receive a SIG award by 2002. Funding will enable States to examine their State
preventionsystems and redirect State resourcesto critica targeted prevention service needswithin
their state. Thisexpansion iscongstent with the ONDCP Performance Measures of Effectiveness
which cdl for aSIG grant in every State by the year 2002.

Reduce health and social coststo the public of illegal drug use.

CSAT proposesthefollowing new initiatives/program expansion in support of God 3in FY 2001:

CSAT proposes to fund gpproximately 70 new T ar geted Capacity Expansion (T CE) projects
whichfocuson devel opment of creative and comprehensivedrug and a cohol early intervention and
trestment systems for adults and adolescents in smdl towns, rurd areas, and mid-size cities. In
additionto youth, other popul ationstargeted by this program would include women, homeless, co-
morbid, rurd, and poly-substance abusers.
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CSAT proposesfurther expanson of the efforts begun by the Congressond Black Caucusin FY
1999, focusing on enhanced and expanded substance abuse trestment services related to
HIV/AIDS in African-American, Higoanic and other racid/ethnic minority communities.
Approximatdy 33 new TCE-HIV/AIDS grantswill be funded.

In support of the National Drug Control Strategy god of closing the drug treatment gap, CSAT
proposes anincrease of $31 millioninthe Substance Abuse Prevention and Treatment Block
Grant in FY 2001.

In addition, CSAT and SAMHSA’s Office of Applied Studies (OAS) will collaborate on the
continuing devel opment and implementation of aNationa Treatment OutcomesM onitoring System
(NTOMYS) in compliance with the ONDCP National Drug Control Strategy, 1999, Goal 3,
Objective 1, Target 4: Implement NTOMS. This effort will also involve coordination with a
number of other Departments, including the Department of Veterans Affairs and the Department
of Judice. Thefirg-year (2001) costs of NTOMS are estimated at $5 million, to be funded from
the SAPT Block Grant set-asde. Set-aside funding will be available for NTOMS, as aresult of
SAMHSA'’s receipt of a$12 million dlocation from the Secretary’ s 1% eva uation resources to
partidly fund the Nationa Household Survey on Drug Abuse (NHSDA). (In 1999, and againin
2000, the NHSDA will only be funded from the Block Grant set-aside, sgnificantly reducing fund
availability for other authorized activities))

PROGRAM ACCOMPLISHMENTS

The Workplace and Managed Care Program is identifying the managed care modes that
perform well in the workplace to prevent and treat substance abuse. Studies found that females,
workers over age 30, and workers with lower earnings were more likely to have one or more
substance abuse/menta hedlth related hedth care dams. These findings are helping to identify
those segments of the workforce toward which future prevention efforts should be targeted.
Another study isfinding that the workplaceis an gppropriate context in to which to (1) disseminate
information to parents on substance abuse, youth risk and protective factors, and parenting
drategies, (2) increase parents confidence in helping youth avoid substance abuse problems; and
(3) develop prevention strategies for parents to implement, suggesting future program directions.

National Center for the Advancement of Prevention (NCAP). Among NCAP productsare
Technicd Reportson suchtopicsasAlter nativeActivitiesand Alter natives Programsin Youth-
Oriented Prevention and Strategies for Reducing Sales of Tobacco Products to Minors,
I mplementation Guides onEffective Community Mobilization and Tobacco Outl et Inspections;
and Resource Papers such asthe AESOP Overview of the Science and Models of Prevention.
Products have been used to bolster CSAP training and technica assistance activities, to improve
CAPT €fforts and to change/improve program strategies and effectivenessin the field.

National Clearinghouse for Alcohol and Drug Information (NCADI) is the largest
information clearinghouse in the country for dcohol and drug information. It responds to about
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200,000 information requests annualy and distributes over one million free or at-cost Federd
publications, audiotapes, and videotapes per month. The level of demand for NCADI services
during atypica month is reflected in the following profile: 33,316 requests'month; 59 percent of
inquiries are made by phone; 3 percent by mail; 30 percent by e-mail; and 2 percent by fax/in-
person. NCADI has been the nationd resource for consumer materials for ONDCP s Nationa
Y outhAnti-Drug M ediaCampaign that waslaunched inmid 1998. Infrastructuresupport provided
included a toll-free number, extended hour phone coverage, and provision of bulk quantities of
materids (1,050 tons in 1998) to respond to campaign-generated requests. After the first two
weeks of the campaign, the NCADI contract experienced a 121 percent increasein caler volume
as areault of the media advertisng in 75 media markets. Hits to the NCADI webste, Previine,
now exceed 4 million per month;

Girl Power!. Girl Power! messages and materias have reached more than 100 million people;
dozens of communitiesand atotd of 59 nationd organizationsmobilized to incorporateGirl Power!
Into their programs across the country. Through May 1999, there were more than 12 million hits
on the Girl Power! website with more than 36,000 occurring every day. To date, the number of
Girl Power! stories, websitehits, and productsdistributed havereached dmost 15 million. Through
partnerships with the Women's Nationa Basketball League, Avon Corporation, the Girl Scouts
of the U.S.A. and other national, State, and local organizations, Girl Power! ishdping girlsfocus
on their future aspirations and their physicd and menta well-being.

I nan unprecedented effort to improvethe avall ability, accessability, and qudity of substance abuse
trestment servicesnationwide, CSAT haslaunched anew initiative, ChangingtheConver sation:
A National Plan To Improve Substance Abuse Treatment. The initiative involves a
comprehensive analyss of five specific areas related to funding for and accessto service delivery
systems, public attitudes and beliefs, and best practices and treatment methods for addressing
substance abuse. A seriesof stakeholder meetingsand public hearings (in Hartford, CT; Chicago,
IL; Washington, DC; Portland, OR; and Tampa, FL), have been conducted to address the five
issue areas. closing the trestment gap; reducing sigma and changing atitudes; improving and
strengthening treatment systems; connecting research and services; and, addressing workforce
issues. Resource panels comprised of experts in the substance abuse treatment field have been
formed to explorethe current state of knowledge, resources, needs, and service and organizational
capacity, and to recommend priorities for action by government and by other stakeholdersin the
substance abuse trestment field. The resource pane’ s find report, which will be published during
FY 2000, will become the guide for CSAT’ s future program planning.

CSAT'’s Targeted Capacity Expansion Program for Substance Abuse Treatment and
HIV/AIDS Services seeksto address gaps in substance abuse treatment capacity and increase
the accessability and availability of substance abuse treatment and related HIV/AIDS services
(induding sexudly transmitted diseases (STDs), tuberculosis (TB), and hepatitis B and C) to
African American, Hispanic/Latino, and other racia/ethnic minority substance abusers. Grantees
are located within Metropolitan Statistical Areas (MSAS) with an annud AIDS case rate of 20
suchcasesper 100,000 individuasor Stateswith an AIDS caserate of 10 such cases per 100,000
individuds In FY 1999, CSAT made awards to 35 grantees in 14 States (AL; AZ; CA (8);
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CT(2); DE; FL (3); HI; IL (4); MA (2); NJ, NY (5); RI; and TX (2)), the District of Columbia,
and the U.S. Virgin Idands.

CSAT s HIV/AIDS Outreach Program is designed to develop community-based outreach
projects to provide HIV counsding and testing services, access to sexudly transmitted disease
(STD) and tuberculosis (TB) testing, substance abuse treatment, primary care, menta hedth and
medica servicesfor those who are HIV positive or have AIDS. The purpose of this program is
to promote behaviora trangition and change among injecting drug users (IDUs) and other at-risk
drug users, and to increase the number of substance abusers entering treatment among African
American, Higpanic/Latino, and other racid/ethnic minority populations in high AIDS case rate
areas. Grantees are located within Metropolitan Statistica Areas (MSAS) with an annua AIDS
case rate of 20 such cases per 100,000 individuas or States with an AIDS case rate of 10 such
cases per 100,000 individuas. InFY 1999, SAMHSA/CSAT made awardsto 25 granteesin 14
States (AL; AZ; CA(4); CT(2); GA; IL (3); MA; MD; MO; NE; NJ; NY (4); PA; TN) and
Puerto Rico.

CSAT and CMHS jointly awarded $5.0 million to the Alaska Department of Hedlth and Socid
Servicesto fund anintegrated servicesddivery system for Co-Occur ring Substance Abuseand
Mental Health Disorder s, in Anchorage, Alaska. Theprogram’ sfour mgjor goasare: toreduce
the State’ sreliance on hospita -based emergency/crisi spsychiatric and substance abuseemergency
services by expanding community-based options for responding to individuals with co-occurring
disorders who experience destabilization; to expand the capacity of both community-based mental
health and substance abuse treatment systemsto provide seamless trestment and support services
within each system to individuas with co-occurring disorders, to evauate the process of
implementing aseamlessmodd, including management of multiplefunding streams, and, to evauate
the impact of the system changeson client utilization of menta hedlth and substance abuse trestment
sarvices, primary hedth care, and other ancillary hedlth and socid services.

CSAT and the Nationa Indtitute on Alcohol Abuse and Alcoholism (NIAAA) arejointly funding
researchwhichwill contributeto theidentification of efficacioustreatment interventionsand services
for Adolescent Alcohol Abusers and Alcoholics. Twotypesof studies have been funded: (1)
those that are theory driven and based on experimenta design (efficacy studies); and (2) thosethat
assess practice asusud in hedth service settings (effectivenessstudies). Projects may dsoidentify,
develop, and/or test related screening, assessment, and diagnostic instruments or may propose
pretria studies that investigate predictors of trestment outcomes in specific subgroups of
adolescents.  As of September 30, 1999, 14 grants (10 clinica studies and 4 questionnaire
development projects) had been awarded to ingtitutions of higher education in 8 States (CA; FL;
KY; NM(2); OR; SC; WA(2)) and other health and human services indtitutions in 4 States (IL;
MA(2); MD; and MN).

PROGRAM STATISTICS

Resource Summary - Detail by Goal and Objective (See Table)
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Treatment Gap (See Table)

Persons Served (See Table)
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SUBSTANCE ABUSE AND MENTAL HEALTH SERVICES ADMINISTRATION

|. RESOURCE SUMMARY - Detail by Goal and Objective
($in millions)

Program Title Drug Related FY 1998 FY 1999
Percent Actual Actual |
GOAL 1: Educate and enable America's youth to
reject illegal drugs as well as alcohol
and tobacco.
Impact Target a YSAPI (Reduce Youth Past Mo Prevalence) 100.00 70.30] 69.78
OAS/National Data Collection National Household Survey on Drug Abuse 100.00 18.00 0.00
Objective 1 CSAP-SAPT Block Grant Set-aside * 100.00 13.10 12.36
NCADI 100.00 5.40 5.72
Strengthening Family Program 100.00 0.00 9.88
Subtotal 106.80 87.86
Objective 2
Subtotal 0.00 0.00
Objective 3 Block Grant Prevention Portion 71.07| 175.08 209.44
Subtotal 175.08 209.44
Objective 4
Subtotal 0.00 0.00
Objective 5
High Risk Youth: Mentor Program 100.00 6.00 6.99
Subtotal 6.00 6.99
Objective 6
Community Partnerships 100.00 9.50 6.42
Subtotal 9.50 6.42
Objective 7
Materials Development/Media Literacy 100.00 2.00 1.50
Subtotal 2.00 1.50
Objective 8
HRY/SESS/Managed Care/Predictor 100.00 34.83 36.64|
Variables
Subtotal 34.83 36.64
Objective 9
COSAP/Teen Parents 100.00 13.00 12.90
Subtotal 13.00 12.90
Resources not aligned to an existing objective. [HHS/SAMHSA Taps, SAMHSA Crosscuts, Logis. 100.00 7.80 5.90
Drug Free Workplace Workplace Program 100.00 7.37 7.41
Prevention Training Faculty Development Program 100.00 0.80 1.10
Substance Abuse and Disease Prevention |HIV/AIDS Activities 100.00 0.00 8.44
Prevention Program Management Program Management 100.00 12.36 12.21]
OAS Surveys and Studies OAS-SAPT Block Grant Set-aside * 100.00 27.45 43.34]
Subtotal 55.78 78.41
Total for Goal 1 402.99 440.16]
GOAL 2: Increase the safety of America's
citizens by substantially reducing
drug-related crime and violence.
Objective 4 CJ Treatment Networks 100.00 8.20 8.10
CJ Diversion 100.00 3.00 3.10
Subtotal 11.20] 11.20]
Objective 5
Drug Court Activities 100.00 0.46 0.90
Subtotal 0.46 0.90
Resources not aligned to an existing objective. NA NA
Total for Goal 2 11.66 12.10
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SUBSTANCE ABUSE AND MENTAL HEALTH SERVICES ADMINISTRATION

|. RESOURCE SUMMARY - Detail by Goal and Objective (con't)

($in millions)

Program Title Drug-Related FY 1998 FY 1999
Percent Actual Actual
GOAL 3: Reduce health and social costs to
the public of illegal drug use.
Objective 1 Targeted Capacity Expansion 100.00 24.73 39.47
SAPT Block Grant 71.07| 725.32 837.77
Hotline 100.00 0.20 0.25
Managed Care Activities 100.00 4.80 3.48
CSAT-SAPT Block Grant Set-Aside Activities * 100.00 6.20 10.50
Dissemination (Knowledge Application) 100.00 3.00 3.50
National Leadership Institute 100.00 1.48 3.30
Treatment Improvement Protocol Series (TIPS) * 100.00 1.80 0.00
Treatment Improvement Protocol Series (TIPS) 100.00 0.00 0.80
National Centers (GAINS, Advanced Tech Spt) 100.00 1.30 0.50
Communication Activities 100.00 1.30 1.61
Subtotal 770.12 901.18
Objective 2
Cross-Training 100.00 0.59 0.13
HIV/AIDS Activities 100.00 1.15 1.15
Targeted Capacity Expansion - HIV/AIDS 100.00 0.00 15.83
HIV/AIDS Outreach 100.00 0.00 2.05
Subtotal 1.74 19.16
Objective 3
Objective 4 Addiction Technology Transfer Ctrs (ATTC) 100.00 7.55 7.92
Training Activities 100.00 1.60 1.68
Subtotal 9.15 9.61
Objective 5
Exemplary Programs 100.00 2.12 4.60
Methadone Accreditation 100.00 5.03 1.28
Managed Care Studies 100.00 7.90 4.07
Practice Research Collaborations 100.00 0.00 1.78
Comprehensive Community Trmt (Women 100.00 40.96 39.41
and Children, Rural, SSI, Co-occurring,
Homeless, Domestic Violence, TANF, SESS)
Special Drug Studies (Alcohol, 100.00 10.00] 8.10
Methamphetamine and Marijuana)
CSAT Data (NEDS) 100.00 2.70 2.77
Subtotal 68.71f 62.01f
Objective 6
Treatment Episode Outcomes 100.00 2.00 0.00
Persistent Effects of Treatment Study 100.00 7.20 0.00
Managed Care Evaluation 100.00 1.47 0.17
Needs Assessment * 100.00 7.00 3.02
Needs Assessment 100.00 2.34 0.00
Cost Profiles 100.00 1.46 0.00
National Health Spending * 100.00 0.96 0.77
TOPPS II * 100.00 9.00 9.05
TOPPS Il (Monitoring) 100.00 0.00 0.68
Subtotal 31.42 13.69
Objective 7
Subtotal 0.00 0.00
Resources not aligned to existing objective HHS/SAMHSA Taps, SAMHSA Crosscuts, Logis. 100.00 9.68 9.83
Community Support Recovery Community Support Program (RCSP) 100.00 3.66 4.13
Treatment Program Management Program Management 100.00 10.90 10.14
Subtotal 24.23] 24.09
Jotal for Goal 3 905.37 1.029.73
Grand Total 1,320.02 1,481.99|
Eootnotes

NA Not Applicable

*

The grand total of all block grant dollars on this table will not agree with the total SAPT Block Grant, as appropriated. For the Drug
Abuse Budget, SAMHSA does not score funding for persons who only abuse alcohol.
and other druas toaether. or illeaal use of alcohol bv persons under ace 21. are scored for the Drua Abuse Budaet.

Identifies Substance Abuse Prevention and Treatment (SAPT) Block Grant Set-aside Funding.

However, programs that involve abuse of alcohol
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Estimates of Number of Persons Needing and Receiving Treatment for Drug Abuse Problems:

NHSDA 1991-97

Number of Persons (in 1,000's)
1991 1992 1993 1994 1995 1996 1997
Total Drug Abuse
Treatment Need 81| 859 8067 | 8329 8906 | 9383| 9474
Level 1 Treatment Need
Persons with Less Severe
Problems Needing
Treatment 3843 | 3881 3326| 3719| 4260 408 | 3748
Level 2 Treatment Need
Persons with Severe
Problems Needing
Treatment 5148 | 4718 4741 | 4610| 4646 5303 | 5726
Persons Receiving Treatment 1,649 1814 1,848 1,984 2,121 1973 | 2,137
Percent of Leve 2 Treated 32% 38% 39% 43% 46% 37% 37%
Percent of Level 2 Not
Treated 68% 62% 61% 57% 54% 63% 63%
Treatment Gap 3499 | 2904 | 2,893 | 2626 | 2525 | 3,330 | 3,589
Note: Estimates for 1991-97 are ratio-adjusted to partially account for underestimation due to

underreporting and undercoverageinthe NHSDA. Estimatesfor 1991-93 are dso adjusted for
trend cons stency, to account for the change in the NHSDA questionnairein 1994. Adjustment
factorsfor trend consistency were 1.19020 for total treatment need and 1.21125 for Leve 2

treatment need.

Source:

Survey on Drug Abuse and Uniform Fecility Data St.

Office of Applied Studies, SAMHSA.. Unpublished data from the National Household
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SUBSTANCE ABUSE AND MENTAL HEALTH SERVICES ADMINISTRATION

Number of Persons Receiving Treatment with SAMHSA Funding
(Treatment Funding Dollars in Thousands)

Increase in Percent

1999 2000 2001 $/Pers Svd Increase
Actual Enacted Pres Budget | 2001 vs 2000 (2001 vs 2000
SAMHSA Drug Treatment Funds $919,273 $973,659 $1,036,877 $63,218 6.49%
Average Cost--Per Person/Per Year $2,388 $2,445 $2,504 $59 2.40%
Persons Served w/ SAMHSA Funds 385,020 398,241 414,158 15,917 4.00%
KD&A Programs 24,145 26,250 19,025 (7,226 -27.52%
Targeted Capacity Programs 23,073 41,007 65,171 24,164 58.93%
SAPT Block Grant Programs 337,802 330,984 329,962 (1,021 -0.31%

Footnotes:

1/ Studies have shown that the SAPT Block Grant-funded portion of all

publicly-funded treatment is approximately 40 percent of the total.

By leveraging States and local governments to continue contributing

their 60 percent share of publicly-funded treatment, the number of

persons treated would be as shown in the table to the right.

2/ 1999 funding has been revised to reflect reprogramming actions,

an HHS 1% transfer, and the 1999 rescission.

3/ The Average Cost Per Person/Per Year has been adjusted to

reflect the most current CPI-U data.

Publicly-Funded Treatment - 2001

Source Increase Total
Fed - SAPT (1,021 329,962
Fed - Other 16,938 84,196
State/Local (1,532 494,943

Total | 14,384] 909,101
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Substance Abuse and Mental Health Services Administration
HIV/AIDS Budget

(Dollars in thousands)

FY 1999 FY 2000 FY 2001

Actual Estimate Request
Knowledge Development and Application.......... $9,285 $9,151 $8,935
Mental Health (Non-add)..........ccoovieeniininainnannn.s. (8,265) (8,001) (7,985)
Substance Abuse Prevention (Non-add)................. --- ---
Substance Abuse Treatment (Non-add)............... (1,020) (1,150) (950)
Targeted Capacity Expansion..........covvevviviiinnnn... 27,821 49,711 64,711
Substance Abuse Prevention (Non-add)............... (9,435) (9,500) (9,500)
Substance Abuse Treatment (Non-add)................. (18,386) (40,211) (55,211)
Substance Abuse Block Grant (Set-aside) ........ 54,208 54,150 54,150
Program Management.......coovuiiiiiiiiiiiiiieneeanns 580 580 580

Total, SAMHSA. ... $91,894 $113,592 $128,376



Substance Abuse and Mental Health Services Administration

HIV/AIDS by Functional Category

(Dollars in thousands)

FY 1999 FY 2000 FY 2001
Functional Categories Actual Estimate Request
Il. Risk Assessment and Prevention:
C. Information and Education/Preventive Services:
1. High risk or infected persons:
a. Health education/risk reduction....................ooooa $10,236 $11,304 $13,801
Subtotal, High Risk or Infected Persons.............ccooevviiiiiinnn. 10,236 11,304 13,801
5. Health-care workers and providers 3,640 3,109 1,585
Subtotal, Information and Educ./Preventive Services............ 13,876 14,413 15,386
Total, Risk Assessment and Prevention................cooiiiiiiiiinann. 13,876 14,413 15,386
IV. Clinical Health Services Research and Delivery:
A. Services:
1. Community and mental health center services...................... 3,824 3,089 2,100
3. Substance abuse treatment improvement program................ 74,194 96,090 110,890
SUDIOtAl, SEIVICE S . ittt e e s 78,018 99,179 112,990
Total, Clinical Health Services Res. and Delivery.................... 78,018 99,179 112,990
T
Total, SAMH S A L $91,894 $113,592 $128,376
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Substance Abuse and Mental Health Services Administration
HIV/AIDSACTIVITIES

Overview

Reports on HIV infection in the United States suggest that more than 50 percent of new HIV casesare
directly or indirectly related to injecting drug use. This underscores the urgency in addressing the dud
epidemics of substance abuse and HIV/AIDS. Current estimates suggest that there are more than 21
million substance abusersin this country. The Nationa Ingtitute on Drug Abuse estimates that there are
goproximately 1.5 million injecting drug users, many of whom are multiple drug users.  In addition, the
sexud partner(s) and unborn children of injecting drug usersare at grest risk of exposureto HIV infection.
Of newly diagnosed adult/adolescent cases of AIDS between July 1998 and June 1999 and , 23% were
directly attributable to injection drug use (IDU). However, among minority men the percentage of IDU
related AIDS cases exceeded 31%. An additional 4% of new cases were éttributable to injection drug
use among men who have sex with men (MSM).

The gtatus of the HIV/AIDS epidemic isacontinuous severe and ongoing crisisremainsvitualy unchecked
in communities of color, and especidly in the African American and Hispanic communities. The burden
of HIV/AIDS on racid and ethnic minorities is a severe and ongoing crisis that requires both immediate
measures and a long term sustained commitment to overcome. According to the Centers for Disease
Control and Prevention (CDC), AIDS is now the leading cause of death among African American, ages
25 to 44. Racia and ethnic minorities together account for more than 54% of the total AIDS cases
reported since the beginning of the epidemic. Latinos account for 18% of the total AIDS cases.

The effect of HIV among substance abusing populationsis quite evident -- injection drug use accountsfor
gpproximately 59 percent of the reported A1DS cases among women; 52 percent of the reported pediatric
AIDS cases; and 30 percent of thetotal male AIDS cases. This does not take into account AIDS cases
related to d cohol and other non-injection drug use (including crack cocaine use). Being under theinfluence
of acohol and/or drugs, and/or having a mentd illness, greeily increases an individud’s likelihood of
engaging in unsafe sex practices, including having multiple sex partners that can lead to trangmitting HIV.

Theimpact of HIV on the menta hedlth status of persons living with HIV/AIDSisdso of critica concern
to SAMHSA. To date, more than 711,000 AIDS cases have been reported in the United States, and
current CDC edtimates suggest that there are 600,000 to 900,000 people infected with the virus. An
additional 40,000 new HIV infections are estimated every year. The current public mental health system
in this country does not have the capacity to meet al the menta health needs of those infected withthe HIV
much less those affected by HIV and AIDS. It is important that services addressing the needs of this
population are maintained and/or enhanced.

Sinceitsinception, SAMHSA hassupported HIV/AIDSrdated activitiesthroughitsCenters. SAMHSA’s
Center for Menta Hedlth Services (CMHS) has supported a portfolio of projects since October 1992,
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designed to educate and train traditiond and non-traditional menta hedlth care providers to address the
mental health needs of HIV/AIDS infected persons and those at risk for HIV infection. Since October
1992, more than 150,000 menta hedlth care providers have received specialized training supported by the
CMHS program.

SAMHSA'’ s Center for Substance Abuse Treatment (CSAT) has supported HIV/AIDS related activities
through demondtration programsand the Substance Abuse Prevention and Treatment (SAPT) Block Grant.

States whose AIDS caserate is 10 or more per 100,000 population, are required to expend 2-5 percent
of the block grant to establish one or more projects to make available HIV/AIDS early intervention
sarvices a substance abusetreatment sites. InFY 1999, theHIV set-aside will amount to gpproximately
$54.2 million. In addition, SAMHSA’s Center for Substance Abuse Prevention (CSAP) has supported
HIV prevention activities targeting high risk adolescents through its High Risk Y outh Program.

SAMHSA hasbeenincreasingly involved to address the interconnected epidemics of substance abuseand
HIV/AIDS. In August 1996, SAMHSA dong with other Federal agencies and nationd organizations
co-sponsored a forum to bring substance abuse and HIV/AIDS policy makers, and service providers
together to improve collaboration and integration of substance abuse and HIV prevention. In addition,
SAMHSA’s Office on AIDS convened agroup of experts from the fidld to assst in the development of
effective plans to ensure that substance abuse prevention and treatment, and menta hedth are fully
integrated with HIV/AIDS prevention strategies and to recommend Knowledge Development and
Application (KDA) study questions in the area of HIV/AIDS as it relates to substance abuse prevention
and treatment, and mentd hedth. 1n 1997, SAMHSA co-sponsored nationd organizations HIV/AIDS
conferences, i.e,, the Latino Leshian and Gay Organization (LLEGO), the United States Conference on
AIDS, and Men who Have sex with Men Conference. SAMHSA'’ s participation in these most Sgnificant
conferences will not only improve collaboration efforts, but dso encourage information sharing and data
gathering and linkages for SAMHSA' s activities and development of a strategic plan for HIV/AIDS.

In 1998, SAMHSA developed an interagency agreement to fund the National Association of State and
Territorid AIDS Directors (NASTAD) to collect and develop informational data on how the States are
collaborating around issuesrdating to HIV/AIDS and substance abuse. Becausethe mgority of the AIDS
cases among African American women and children are directly or indirectly atributable to dcohol and
other drug use, SAMHSA has dso entered an interagency agreement to fund the Nationa Minority AIDS
Council (NMAC) to develop engaging forums to provide a unique opportunity to gather relevant data to
assst SAMHSA policy and program staff in devel oping future Strategiesto addressHIV/AIDS and women
related issues. The SAMHSA AIDS Office has initiated the development of a drategic plan for
SAMHSA'’s HIV/AIDS activities and programs. SAMHSA and the Office of Nationad AIDS Policy
entered a gaff sharing agreement. Thisarrangement with the Director, Sandy Thurman, worked very well
and enhanced linkages between the two officesin addressing further collaboration on substance abuse and
mental hedlth issuesand HIV/AIDS. Asin 1997, in 1998, SAMHSA participated in the US Conference
on AIDSin Dadllas, Texas, and conducted athree-hour seminar with participation from CSAT grantees.
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SAMHSA has played amgor role in the development of the HHS response to the Congressiona Black
Caucus (CBC). SAMHSA daff has participated in dl facets of the CBC initiatives and SAMHSA
response. These processes have built stronger linkages and collaboration among SAMHSA and the
Department to include HRSA, CDC, NIH, and the Office of Minority Hedlth.

In FY 1999, SAMHSA was provided $22 million for the Congressona Black Caucus Initictive for
comprehensive substance treatment and prevention programs for certain minority populations at risk for
HIV or living with HIV/AIDS. These include substance abusing African American and Hispanic men
(induding men who have sex with men), women and young people. The Center for Substance Abuse
Treatment and the Center for Substance Abuse Prevention were designed to administer the CBC funded
initiatives. Thetotd amount for the FY 2000 CBC initiativeis currently $48.8 million.. Theinitiaivesare
discussed under the listing of CSAP sand CSAT s HIV/AIDS activities and will continue in FY 2001.

InFY 2000, SAMHSA and its Centerswill continueto pursue and participate in collaborative effortswith
other Federal agenciessuch asthe CDC, NIH, HRSA, IHS and HFCA aswell asour State partnersand
nationd congtituency organizations to address the multifaceted needs of substance abusers at high risk for
HIV infection or living with HIV disease. SAMHSA will utilize information and data gathered from the
CBC initiatives and other activities to improve our ability to target activities and linkages that will enable
Ue to address these dud issues of substance useand HIV infection in amore systematic and effective way.

SAMHSA iscommitted to developing and implementing a response that both maximizes the effectiveness
of exiding programsto serveracia and ethnic minority communities confronting HIV/AIDS and substance
abuse and mentd illness disorders and developing new and innovative Srategies thet target assistance to
address specific needs. With more casesattributabl eto injecting drug useamong African Americans, efforts
to stop HIV transmisson must include substance abuse prevention and treatment programs and menta
hedlth support services as part of the array of Strategies being offered.

Center for Mental Health Services
Accomplishments

Mental Health Services Demonstration Program

This program was a collaborative effort of SAMHSA, CMHS, HRSA, HAB, and NIH, NIMH. It was
thefirst Federd effort to develop models of ddivery of mentd health servicesto people living with and/or
affected by HIV/AIDS. Thisprogram has shed new light on how to devel op servicesand develop systems
of care. Findingsfrom the program indicated that early intervention with menta hedlth servicescanimprove
adherence to medical and other treatments. Menta hedlth trestment services and HIV education play an
important rolein preventing children and adol escents whaose parentshave HIV or AIDS from acquiring the
virusthemselves. These and other important findings are currently being disseminated to the field.

Current/Ongoing Activities
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HIV/AIDS High Risk Prevention/lntervention

Project SHIELD: The HIV/AIDS High-Risk Behavior Prevention/Intervention Model for Young
Adults/Adolescentsand Women Program is a collaborative venture amed at bringing AIDS prevention
into the community. Project SHIELD a0 represents an opportunity to move thefied of HIV prevention
research forward aong the two pardle continuums of innovative intervention design and rigorous
evadudion. The multistenatureof thisHIV prevention trid hasthe potentia to test the efficacy of two brief
interventions and generdize the study results to more than one study population. 1n essence, thequestion
posed by Project SHIELD is. can the principles underlying demongrably effective HIV prevention
interventions be goplied in brief formats to red world clients and Hill be effective in reducing HIV risk
behaviors? Although the HIV prevention fidd hastraditiondly relied on self reports of risk behaviors as
the primary outcome, Project SHIEL D will not only measure participants sdlf reported behavior change,
which may be biased, but will actually measure reductions in diseases; diseases such as common STDs
that are associated with considerable adverse sequelae and may facilitate HIV transmission.

HIV/AIDS Mental Health Provider Education Program

The HIV/AIDS Menta Hedlth Care Provider Education Program completed itsfina year of fundingin FY
1998. In 1998 the Mentd Hedth Provider Education in HIV/AIDS Program Il was created to evauate
the dissemination of knowledge on (1) the psychologica and neuropsychiatric sequelae of HIV/AIDS, and
(2) the ethical issues in providing servicesto people with HIV/AIDS, to both traditiona and nontraditiona
firg-line providers of menta hedlth services, and to evaluate the rel ative effectiveness of different education
approaches. Training approachesareincorporating the most current research-based information and alow
easy modifications to reflect changesin the medica regimen for treetment of AIDS.

TheHIV/AIDS Treatment Adherence/Health Outcome and Costs Study

The HIV/AIDS Treatment Adherence/Health Outcome and Costs Sudy reflects the collaboration of
9x Federd entities—the Center for Mentd Hedlth Services, which haslead adminigtrative responsibility,
and the Center for Substance Abuse Treatment, both of which are components of the Substance Abuse
and Menta Hedth Services Adminigration (SAMHSA); the HIV/AIDS Bureau in the Health Resources
and Services Adminigration (HRSA); and the Nationd Indtitute of Mental Hedlth, the Nationa Ingtitute
on Alcohol Abuse and Alcohaliam, and the Nationd Institute on Drug Abuse, al components of the
Nationa Ingtitutesof Hedlth (NIH). TheHIV/AIDS Cost Study isthefirst-ever Federd initiative designed
to study integrated mental health, substance use, and primary medical HIV trestment interventions. More
importantly, the sudy isthe first Federd effort to determine if an integrated gpproach to care improves
treatment adherence, produces better health outcomes, and reducesthe overall costs associated with HIV
treatment.
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Center for Substance Abuse Prevention

Substance Abuse and HIV/AIDS Prevention for Youth and Women of Color: This $6 million effort,
initiated in FY 1999, responds to the pressing “state of emergency” that exists with respect to the extent
and impact of HIV/AIDS on the Black community as highlighted by membersof the Congressiond Black
Caucus (CBC). Theoverwhdming mgority of AlDS casesamong African American women and children
isdirectly or indirectly attributable to acohol or illicit drug use.  The CBC has characterized the burden
of HIV/AIDS on racid and ethnic minorities as a severe and ongoing criss which requires both immediate
measures and along term commitment to resolve.  The Substance Abuse and HIV/AIDS Prevention for
Y outh and Women of Color Initiative focuses on providing HIV/substance abuse prevention services to
African American and Hispanic youth and women, with a particular focus on designated hard-hit
communities and building capacity for improved training and technicd assstance.

A mgor component of thisinitiative is a Substance Abuse/HIV Prevention Targeted Capacity Expansion
program which provides funds to community-based organizations, Historica Black Colleges and
Universties, Higpanic Collegesand Universities, Faithcommunities, and other coditionsand/or partnerships
for thepurposeof strengthening theintegration of HIV and substance abuse prevention servicesat theloca
level and increasing the provision of integrated services to African American and Hispanic youth and
women. The HIV/AIDS initiativeswill so work with CSAP s Centersfor the Application of Prevention
Technology (CAPTS) to enable them to integrate HIV prevention into their substance abuse prevention
materids and curricula and to help build capacity within the CAPTSs to provide training and technica
assistance to community based organizations and other providersin the hardest hit communities. Findly,
the HIV/AIDS initiative will partner with nationa organizations to undertake severd key roles, including
accessing and retaining minority youth and women in prevention programs, ensuring the applicability and
feagbility of proposed community programs, coordinaing and convening the component service and
training programs of the initiative, and providing technica assstance to the CAPTsin the incorporation of
HIV prevention within substance abuse prevention materids and curricula available from them.  CSAP
plansto continue this program in FY 2001.

Center for Substance Abuse Treatment

InFY 1999, CSAT was gppropriated $16 million to addresstheissue of the crisisthat existswith respect
to the extent and impact of HIV/AIDS in the Black Community as highlighted by members of the
Congressional Black Caucus (CBC). In response to this issue and theincreasing number AIDS caserate
among minorities, CSAT awarded grants 36 community-based organizations to augment, expand and
enhance substance abuse trestment services, HIV/AIDS and infectious disease services. In addition,
CSAT dso funded 25 HIV Outreach Projects that are designed to target hard-to-reach, high-risk
substance abusers with prevention and behaviord risk information and to fecilitate their early entry into
substance abuse treatment.  These grants were restricted to metropolitan areas with AIDS case rates of
25 per 100,000 or higher and Stateswith AIDS caserates of 10 or more per 100,000 (asreported in the
CDC's HIV/AIDS Surveillance Report). These funds will be earmarked for comprehensive substance
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abuse treatment programs for substance abusing African American and Hispanic populations at risk of
contracting HIV, including women and their children and men who have sex with men (MSM).

CSAT plans to continue the agenda set by the Congressiona Black Caucus in FY 1999 which was
expanded in the FY 2000 appropriation, and further expand (+$15 million) the HIV/AIDS TCE initiative
in African American, Hispanic and other ethnic/racid minority communitiesin FY 2001.

Substance Abuse Block Grant HIV/AIDS Activities

Current SABG guidance for dlocation of block grant funds to the States requires that 2% - 5% of the
dlocationmust be spent on HIV/AIDS-rel ated substance abuse programsin Stateswithan AIDS caserate
of 10 per 100,000 population (estimated at gpproximately $54 million from the tota block grant funding
for FY 2000).



